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DIOPATHIC thrombocytopenic purpura 
(ITP) is a disorder of unknown etiology 
and pathogenesis. That some cases appear 
to be self-limited, whereas others run a 
more chronic course necessitating vigorous therapy, 
may indicate that the disease results from one 
of several causes. Prior to’ the availability of the 
adrenocortical steroids for the treatment of ITP, 
major therapeutic reliance was placed on splen- 
ectomy, a procedure frequently followed by a com- 
plete remission.’ With increasing experience in the 
use of prednisone and other adrenocortical steroids 
the therapeutic superiority of splenectomy in ITP 
has been challenged.* Certain possible disadvan- 
tages of splenectomy have been cited. These in- 
clude (1) “the strong possibility of dissemination 
of the lupus [erythematosus] process following 
splenectomy” ’; (2) the “high relapse rate following 
splenectomy” *; and (3) “the hazards of severe infec- 
tions in splenectomized infants and children . . . in 
the immediate and remote postoperative period.” ° 

The present report is concerned with 85 consecu- 
tive cases of ITP seen in the hematology division of 
the department of medicine of the Salt Lake County 
General Hospital between July, 1945, and April, 
1959. The major purpose of the study was to review 
and analyze our experiences in the treatment of this 


The course of idiopathic thrombocytopenic 
purpura (ITP) was studied in four groups of 
patierts. In the first group of 24 patients the 
therapy did not include either steroids or 
splenectomy, but 10 had complete remissions 
within a year after the ITP was recognized. 
All 10 were less than 10 years of age and 
each had had an infection within a month 
before the onset of the ITP. The second group 
consisted of 16 patients who received ster- 
oids without splenectomy; the third consisted 
of 26 who did not receive steroids but under- 
went splenectomy. The fourth group, consist- 
ing of 19 patients, were treated both with 
steroids and by splenectomy. Complete re- 
missions were obtained in 25 (81%) of the 
splenectomized patients and only 11 (38%) 
of the patients treated with steroids. Sple- 
nectomy gave better results than did steroids 
in the dosages used, but there were three 
serious postoperative infections, and in one 
case lupus erythematosus appeared 12 
months after the splenectomy. 
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disorder. Concurrently our data have been evalu- 
ated with respect to the cautions and deterrents to 
splenectomy cited above. 


Materials and Methods 


Patients with thrombocytopenic purpura were 
excluded from this series if adequate historical or 
laboratory documentation was lacking or if there 
was any doubt concerning the final diagnosis. Cases 
of thrombocytopenic purpura which developed after 


TaBLE 1.—Analysis of Case Data in Ten Patients with Self- 
Limited and Fourteen with Unremitting Cases of ITP 
Given No Treatment 


Duration of ITP at 
Last Observation or 


No. Prior at Onset of Remission, 
of In Age, Yr. Mo. 
tients tion <10 10-25 > <1 1-12 >12 
Spontaneous 
remissions .......- 6 0 0 6 4* 0 
Unremitting 
TE, GEVO wcccoces 12 1 2 6 4 2 2 8 
Unremitting 
2 0 0 1 1¢ 1 0 
7 


* Duration of ITP was ? — mo., and 12 mo., respectively, in 


three and unknown in the fourth. 
+ Atypical 'TP with malaise. headaches, and anemia in patient aged 
49 on whom no autopsy was performed. 


a viral or other infection have been included in the 
analysis. No cases of thrombocytopenic purpura 
have been included if the disease was thought to be 
an effect of an ingested drug or toxin or to be sec- 
ondery to another disease process; e. g., sarcoid, 
disseminated lupus erythematosus, leukemia, or mar- 
row invasion with neoplastic cells. Other patients 
have been excluded if histopathological review of 
splenectomy material revealed an abnormality not 
usually encountered in ITP; e. g., one with infiltra- 
tion of the spleen by non-lipid-containing foamy 
macrophages and one with myeloid metaplasia. Be- 
cause isolated thrombocytopenic purpura may be 
the initial manifestation of disseminated lupus ery- 
thematosus,” all patients with cases initially thought 
to represent ITP were reviewed for the appearance 
of manifestations of disseminated lupus erythema- 
tosus after splenectomy. 

Analysis of Case Material—In the following 
analysis, the term “complete remission” indicates a 
permanent supervention of complete clinical and 
hematological normalcy. The term “partial remis- 
sion” indicates the development of a clinical state 
exhibiting significantly less severe symptomatic or 
laboratory abnormalities than were present pre- 
viously. 

Division of Case Material into Groups for Sub- 
sequent Analysis: For the purpose of analysis of the 
final outcome of the disease with or without ther- 
apy, the patients were allocated to one of four 
mutually exclusive groups. Group 1 consisted of 
patients neither receiving adrenocortical steroids 
nor undergoing splenectomy; group 2 consisted of 
patients undergoing steroid therapy without sple- 
nectomy; group 3 consisted of patients undergoing 
splenectomy without steroid therapy at any time; 
and group 4 consisted of patients treated both with 
steroids and by splenectomy. 
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Group 1.—Included in the group of those receiv- 
ing therapy neither with steroids nor by splenec- 
tomy are 24 patients (table 1). Of these, 10 under- 
went complete remission one week to 12 months 
after ITP was first recognized. These 10 patients 
who had a complete spontaneous remission were 
remarkable in that they were all less than 10 years 
of age and also in that in all a history could be 
obtained of a preceding infection within one month 
of the onset of their disease. 

Of the remaining 14 patients in group 1 (table 1), 
namely, those who at the time of their last follow- 
up visit still showed evidence of their disease, only 
one gave a history of infection shortly before the 
onset of his purpura and 12 were more than 10 
years of age. Eight were known to have had ITP 
for longer than 12 months. 

The 2 deaths in this entire series of 85 cases were 
in this group, and both were due to spontaneous 
intracerebral hemorrhage occurring after two weeks 
and six weeks of ITP respectively (table 1). 

Group 2.—Included in the group of those receiv- 
ing steroid therapy without splenectomy are 16 
patients. Of these, 11 received one of the newer 
synthetic adrenocortical steroids (table 2). Of these 
16, 10 had complete remission of the disease (table 
3). Of these 10, 8 were less than 10 years of age. 
The total duration of the disease at the time of 
remission was four months or less in all 10. 

Further analysis of the cases of these 10 patients 
reveals that 2 entered remission while steroid 
therapy was being discontinued because of its fail- 
ure to produce an effect after therapeutic courses 
of 3 and 14 weeks respectively. In another case 
steroids were given for only two days, being pre- 
scribed because of the appearance of localized neu- 
rological signs during a period when the patient’s 
platelet count was already rising. The remaining 
seven patients who had complete remissions re- 
ceived steroids for a period ranging from two to 
six weeks. The youth and the short course of the 
illness in all of those who had remissions are com- 


TasLe 2.—Correlation of Disease with Therapy in Sixteen 
Patients Treated with Steroids Only 


Persist- 
No. of Daily Duration Remis- ent 
a- se, oO sions, ITP, 
Steroid Preparation tients Mg. Therapy No. Oo. 
66 mo. 

2 40 3-6 wk. 1 1 
Methylprednisone .............. 1 4 9 mo, 0 1 
5 50-200 2-12 wk. 4 1 


patible with the patient age and disease duration 
of those who had spontaneous remissions. Also, like 
many of those with cases of self-limited ITP, 6 of 
the 10 patients who developed a complete remission 
associated with steroid therapy had had a manifest 
infection just prior to the onset of their disease. 

In three of the six who did not have remission of 
the disease with steroid therapy, the course of treat- 
ment was limited to two weeks. These three had 
had their disease for less than two months at the 
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time of the last follow-up examination, were less 
than 10 years of age, and had had prior infection. 
Thus they resembled the patients in whom a spon- 
taneous remission might develop. The remaining 
three who failed to have remissions with steroid 
therapy have been observed in continued relapse 
for more than one year after treatment of two 
weeks’ to 66 months’ duration. 

Group 3.—The group of those treated by splenec- 
tomy without steroids includes 26 patients (table 4). 
Of these, 17 have had a lasting, complete remission 
from their disease after splenectomy and _ their 
progress has been followed for 12 months or more 
postoperatively. There are three patients with post- 
splenectomy follow-up of more than 12 months 
who have had no favorable response to splenectomy, 
who are classified as having “splenectomy failures.” 

The response to splenectomy in the remaining six 
patients has not been tabulated either because the 
progress of the patients was followed for less than 
one year after splenectomy or because the patients 
were referred here because of the failure of splenec- 
tomy to induce a remission. Three of these showed 
an early favorable response to splenectomy but were 
last seen within 12 months of operation. A fourth 
has had a symptomatic remission from his disease, 
with follow-up of more than 12 months after op- 
eration, but was referred to us because of intermit- 
tent postoperative thrombocytopenia, with platelet 
counts varying between 90,000 and 250,000 per 
cubic millimeter. The fifth patient has had a par- 
tial response to splenectomy but was last seen five 
months after operation. The sixth patient in this 
unclassified group was referred to us because of the 
failure of splenectomy to effect a cure. Because of 
the referral bias the fourth and sixth cases have not 
been included in the statistics relating to operative 
success or failure. There were no deaths attribu- 
table to splenectomy. 


TABLE 3.—Correlation of Results of Therapy and Age 
in Sixteen Patients Receiving Therapy with 
Adrenocortical Steroids Only 


Duration of ITP Duration of 
No. at Time of Last Age at Onset Steroid Therapy, 
of Follow-up, Mo. of ITP, Yr. Wk. 


tients <2 2-12 >12 <10 102% >2% <2 26 >6 
No. of 
remissions 10 
No. of unremit- 
ting cases 


1 0 8 - 0 1 8 1 


6 3 0 3 4 0 2 4 0 2 


*18 and 23 years of age respectively. 


Eliminating those patients with a referral bias 
toward splenectomy failure, and eliminating those 
patients with postsplenectomy follow-up of less 
than one year, the statistics outlined in table 5 are 
derived. 

When the group of patients with successful sple- 
nectomies (table 4) is analyzed in terms of age, 
duration of disease, and presence or absence of 
antecedent infection, it is evident that only three 
patients were over 25 years of age; the total dura- 
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tion of the disease at the time of splenectomy was 
less than one year in 10; three had had their disease 
for more than 143 months; and the longest duration 
of the disease in a patient responding favorably to 
splenectomy was 247 months. From the analysis of 
self-limited ITP it has been seen that patients who 
are less than 11 years of age and have had purpura 
for less than 12 months may enter complete remis- 
sion spontaneously. Three of the patients with 


TABLE 4.—Correlation of Results with Age of Patient and 
Duration of Disease in Twenty-six Patients 
Treated by Splenectomy Only 


Duration of Duration of 


Age at 
No. Postsplenectomy Splenectomy, ITP Before 
of Follow-up, Yr. Yr. Splenectomy, Yr. 
Pa- 
Result tients <1 1-3 38 >8 <10 10-25 >25 <1 14 >4 


Complete 
remission 17 0 6 5 6 3 11 3 10 4 8 
Continued 
ITP 


Referral 
bias or 
brief fol- 
low-up 6 e 6 1 1 1 3 2 3 1 23 


*7 mo., 5 mo., 1 wk., 1 wk. 
+ 460 mo., 80 mo. 
$148 mo., 52 mo. 


successful results of splenectomy may, therefore, 
have been expected to recover spontaneously, in 
view of their young age and the short duration of 
their disease. None of the patients with “splenec- 
tomy failures” might have been expected to recover 
spontaneously by these criteria. As to antecedent 
infection, three of the patients with “splenectomy 
successes” gave a history of infection immediately 
prior to the onset of their disease, but none of those 
with “splenectomy failures” gave a history of ante- 
cedent infection. 

Group 4.—It is difficult to analyze the results of 
therapy in the group of 19 patients treated both 
with steroids and by splenectomy. Taking first the 
steroid therapy, presplenectomy therapy was given 
to 16 patients. In only one was there an apparent 
complete response to this treatment. However, 
splenectomy was performed immediately after this 
optimal steroid response, at the insistence of the 
child’s parents, and follow-up data are therefore 
incomplete with reference to the permanence of 
the steroid effect. This patient will be considered 
arbitrarily as an illustration of “steroid success,” 
whose progress was inadequately followed; how- 
ever, this was a 4%-year-old girl who had had 
idiopathic thrombocytopenic purpura for only one 
month and might well have had a spontaneous 
remission. 

In five cases steroid therapy was given after 
splenectomy. Two of these patients had received 
preoperative therapy as well. In three this was of 
no benefit; in the fourth case there was transient 
symptomatic benefit only; and*in the fifth the dis- 
ease eventually underwent complete remission, and 
it cannot be stated whether splenectomy or steroid 
therapy should be credited with the production of 
the remission. In view of the unusual nature of this 
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delayed response to splenectomy alone, this patient 
will be considered to represent a case of steroid- 
induced remission. 

Thus, in this group of 19 patients treated both 
with steroids and by splenectomy, 2 may have 
responded to the steroid medication rather than to 
the splenectomy. Only one of these two has main- 


TaBLeE 5.—Results of Splenectomy in Twenty-six Patients 
Not Treated with Adrenocortical Steroids 


No. % 

Total no. of patients undergoing splenectomy ............. 6 

Patients followed less than 12 mo. postoperatively ...... 4 


* See text for explanation of those deleted from analysis. 


tained her remission status subsequent to steroid 
withdrawal, the criterion for inclusion as an exam- 
ple of successful steroid therapy. 

Of the remaining 17 (table 6), the progress of 4 
has been followed less than 12 months since splenec- 
tomy and will not be included in the statistical 
evaluation of the effect of surgical therapy. The 
derivation of this time interval for postoperative 
evaluation is based on the observation of one pa- 
tient who entered remission six months after sple- 
nectomy; consequently postoperative follow-up of 
less than one year may be inadequate for ultimate 
evaluation. It may be added that the inclusion of 
the patients whose course is known for less than 
one year does not alter the cumulative statistics 
concerning the outcome after splenectomy. Two 
more patients, both with evidence of ITP continuing 
after splenectomy, were referred to us because of 
this operative failure. Because of this referral bias 
they will be excluded from the tabulation of the 
statistics with regard to splenectomy. 

Of the original 19 patients in group 4 there re- 
main 11 for whom adequate follow-up data are 
available for the assessment of the effects of sple- 
nectomy. Eight have had complete postsplenectomy 
remissions; two are classified as having partial 
postsplenectomy remissions; and one has a “sple- 
nectomy failure.” Of the 19 patients in group 4, 
5 were referred to us partly because of the failure 
of steroid medication to induce a remission. These 
five were excluded from the tabulation of the re- 
sults of steroid therapy because of the bias intro- 
duced. 

Final Results—The analysis of the results of 
therapy in the 19 patients in group 4 is presented 
in table 7. When these figures are combined with 
those derived from the analyses of groups 2 and 3, 
the statistics shown in table 8 are produced. 


Comment 


The figures as tabulated are impressive evidence 
for the superiority of splenectomy in the treatment 
of unremitting idiopathic thrombocytopenic pur- 
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pura, as compared with steroid therapy. Our use 
of steroid therapy has not been as vigorous as that 
advocated by others.” However, the success of 
splenectomy in our patients, taken together with 
the known complications of prolonged treatment 
with large doses of adrenocortical steroids, has 
caused us to recommend splenectomy for all pa- 
tients with persistent cases of ITP. 

Of our 27 patients who underwent splenectomy 
and were in complete remission 12 months after 
operation, 2 (7.4%) subsequently relapsed and there- 
fore have been classified in table 8 as having re- 
sponded partially to splenectomy. These relapses 
occurred 24 and 28 months after splenectomy re- 
spectively. Of the above 27 patients with successful 
splenectomy, the progress of 17 has been followed 
for three years or more. If the 2 patients with late 
relapses are charged against these 17 with an 
equivalent duration of follow-up, the relapse rate 
becomes 11.8%. Thus, in our experience postspie- 
nectomy relapse is an occasional occurrence but is 
not so frequent that it acts as a deterrent to the 
recommendation of splenectomy for treatment of 
patients with ITP. 

We have observed only one patient (not included 
in the series of 85 with cases of ITP) who devel- 
oped disseminated lupus erythematosus (DLE) after 
undergoing splenectomy. The characteristic lupus 
syndrome did not appear until 12 months after sple- 
nectomy, which was performed after three years of 
thrombocytopenic purpura. That this 13-year-old 
girl probably had DLE prior to splenectomy was 
suspected because of the presence of prolonged 
moderate leukopenia and a weakly positive result 
of the serologic test for syphilis during the period 
of preoperative observation. Therefore, at least 
insofar as patients without evidence of lupus prior 
to splenectomy are concerned, we have not un- 
covered evidence that there is a “strong possibility 
of dissemination of the lupus process following 
splenectomy” * for ITP. 


TABLE 6.—Correlation of Results, Age of Patient, and 
Duration of Disease in Seventeen Patients Treated 
Both with Steroids and by Splenectomy 


Duration of Age at Duration of 
Postsplenectomy Splenectomy, ITP Before 
Pa- Follow-up, Yr. r. 


Splenectomy, Yr. 


tients 
Result No. <1 13 >8 <10 10-%5 52% <1 14 


Complete 

remissions 8 0 4 4 4 1 3 6 2 0 
Continued 

ITP 3 0 1 2 2 0 1 0 3 0 
Referral bias 

or brief 

follow-up 6 4 1 1 2 4 0 2 2 2 


Of the 45 patients who underwent splenectomy 
3 had postoperative infections that were severe 
enough to be remembered by the patient or his 
family on follow-up examination. These were (1) pri- 
mary atypical pneumonia six years after operation, 


with recovery, in a 43-year-old man; (2) “mild” 
pneumonitis five years after operation, with recov- 
ery, in an 18-year-old girl; and (3) pneumococcic 
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septicemia leading to death in a 41-year-old woman 
eight years after splenectomy. There were no seri- 
ous infections observed after splenectomy in the 23 
patients who were less than 15 years of age at the 
time of operation. Thus we have no data which 
might suggest that splenectomy should be avoided 
because of the “hazard of severe infections . . . in 
the immediate and remote post-operative period.” ° 

In 25 patients who did not have complete re- 
mission either spontaneously or during steroid ad- 
ministration, 13 were benefited symptomatically by 
steroid therapy. Confirmation of this improved 
status was afforded by the development of a nega- 
tive result of the tourniquet test, by a shortening 
of the prolonged bleeding time, or by a rise to 
subnormal levels in the circulating platelets. This 
observation has led us to prescribe steroids occa- 
sionally for some patients with symptomatic ITP 
during the period of preoperative observation, if 
the patient is not hospitalized. 

One of the patients in group 2 who was cate- 
gorized as having developed a complete remission 
while receiving steroid therapy was 23 years of age 
and entered remission during the discontinuation 
of apparently ineffective steroid therapy one month 
after the onset of ITP. In a second patient in group 
2 the platelet count was already rising before ster- 
oids were prescribed for a two-day period. This 
18-year-old boy showed no evidence of ITP there- 
after. A third patient in group 2 also had remission 
during the period of withdrawal of apparently in- 
effective steroid therapy. Although these three pa- 
tients have been classified as having had complete 
remission as a result of steroid therapy, it might be 


TABLE 7.—Analysis of Results of Therapy in Nineteen 
Patients Treated Both with Adrenocortical 
Steroids and by Splenectomy 


Total no. of patients given steroids ly 
Patients treated with stervids but excluded from analysis ...... 6 
Patients followed up too briefly for categorization 
Net patients treated with steroids and analyzed ................ 13 
Failures and incomplete respomses .................0000005 12 
Total no. of patients undergoing splenectomy ..................00005 19 
Patients excluded from analysis .................0-0ccceeeeeeeee 8 
Responses attributed to steroids 2 


Patients followed up too briefly for categorization of 
response to therapy 


Net patients with splenectomies analyzed ll 


more reasonable to allocate them to the group of 
those who had spontaneous remissions. Regrouping 
these 3 patients in this way, it is seen that 2 (15%) 
of the 13 patients with “spontaneous” remissions 
were between the ages of 10 and 25 years. It seems 
likely, therefore, that an occasional spontaneous 
remission will be seen even in patients up to 23 
years of age, especially when there is a history of 
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infection prior to the development of the disease. 
Furthermore, since 2 of the 10 spontaneous remis- 
sions in group 1 occurred in patients who had had 
ITP for 7 and 12 months, respectively, we now 
believe that it is worth while to observe young 
patients expectantly for the development of a remis- 
sion for a 12-month period. 


TaBLe 8.—Analysis of Results of Therapy in Sixty Patients 
Treated Either with Adrenocortical Steroids or by 
Splenectomy, or Both (Groups 2, 3, and 4) 


Total no. of patients treated by splenectomy .............. rt im 

Total no. of patients treated with steroids* ............... 29 ~=—«100 
Failures and transient improvement .................-.06 18 62 


* This figure is derived by giving benefit of doubt to steroid causation 
of remission, in each case in which this might have been a possibility. 


No spontaneous remissions were observed after 
ITP had been present for more than 12 months. 
Only one of the 11 possibly steroid-induced remis- 
sions occurred after more than one year of ITP. 
Of the 25 complete postsplenectomy remissions 
16 (64%) occurred within 12 months of the onset 
of the disease, and there were no “splenectomy 
failures” among those patients operated on dur- 
ing the first 12 months of ITP. In contrast, only 
7 (64%) of the 11 splenectomies performed more 
than 24 months after the onset of ITP were com- 
pletely successful. From this it might be concluded 
that the success of any therapy will be greatest if 
it is administered within the first 12 months of the 
disease and that the only reasonable chance for the 
production of a complete remission after that time 
is by splenectomy. 

Of our 85 patients with ITP 18 have had bleeding 
episodes sufficiently serious to require replacement 
transfusion. None of these developed clinical shock. 
Three more patients bled intracranially and two of 
these died (see group 1). The third patient devel- 
oped a nonfatal intracerebral hemorrhage after 
trauma after six weeks of ITP. She was receiving 
treatment with cortisone at the time but the trauma 
may well have been sufficient to cause a similar 
hemorrhage in an otherwise healthy person. These 
data indicate that fatal hemorrhage is unusual in 
a patient with ITP of more than two months’ dura- 
tion. This should comfort the physician who hesi- 
tates to use adrenocortical steroid therapy for long 
periods of time in patients with unremitting ITP. 


Summary and Conclusions 


The progress of patients at least up to 11 years 
of age and perhaps up to 23 years of age, espe- 
cially if there is a history of antecedent infection, 
should be followed for 7 to 12 months before 
abandoning the expectation of complete spontane- 
ous remission from idiopathic thrombocytopenic 


purpura. 
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Steroid therapy alone in conventional doses has 
been associated with the development of complete 
remission in 38% of our cases, at best. A complete 
remission from idiopathic thrombocytopenic pur- 
pura followed splenectomy in 81% of our cases. Of 
the 11 patients categorized as having idiopathic 
thrombocytopenic purpura of two years’ duration 
or longer at the time of splenectomy, 7 (64%) sus- 
tained a complete postoperative remission. There 
were no operative failures among the 16 patients 
with idiopathic thrombocytopenic purpura of less 
than 12 months’ duration at time of splenectomy. 

175 E. 21st S. St. (Dr. Cartwright). 
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TREATMENT OF BLEEDING ESOPHAGEAL VARICES 
M. Judson Mackby, M.D., San Francisco 


Portal hypertension is a complication of cirrhosis 
existing in a permanent form exclusively in human 
beings, as it cannot be reproduced, except in the 
most transient fashion, in laboratory animals, even 
by ligating the portal vein. If the animal survives 
the procedure, its portal pressure returns to normal 
in 10 days to three weeks. This affords us a clue as 
to the mechanism of portal hypertension, esopha- 
geal bleeding, and ascites. The experimental animal 
resists the development of these conditions because 
of the extensive system of retroperitoneal collateral 
veins which it possesses.’ Some human beings are 
blessed with an extensive ramification of the veins 
of Retzius in the retroperitoneal tissues, and in 
these persons cirrhosis is not apt to be attended by 
the aforementioned complications (fig. 1). 


Etiology of Esophageal Hemorrhage 


The question that arises is: What is the precise 
mechanism of esophageal bleeding? This remains 
to be determined, as there is no experimental ma- 
terial available to prove the point. Portal hyperten- 
sion is a variable thing, and it is conceivable that 
a simple increment in the already elevated portal 
pressure level, produced by sneezing, coughing, or 


From the Department of Surgery, Kaiser Foundation Hospital. 


When massive upper gastrointestinal 
bleeding occurs, esophageal varices must be 
considered as a possible cause. The Sengs- 
taken tube, equipped with a balloon that 
can be inflated after it has reached the stom- 
ach, also permits aspiration of gastric con- 
tents. If used as here suggested it will gen- 
erally stop hemorrhage due to esophageal 
varices or give diagnostic clues when the 
hemorrhage is from other sources. While it 
is in place the patient requires constant nurs- 
ing care, and such tamponage if continued 
longer than 48 hours increases the risk of 
subsequent operation. The timing of the de- 
finitive surgery, location of the incision, and 
type of operation are decided by the poa- 
tient’s history, general condition, and labora- 
tory tests. For patients who have bled 
repeatedly from proved esophageal varices, 
who are not jaundiced, and who show no 
signs of ammonia intoxication, the recom- 
mended operation is portacaval end-to-side 
anastomosis. 
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straining, may be sufficient to cause the distended, 
tortuous, thin-walled veins to rupture at their 
weakest point. On the other hand, many authorities 
believe that some specific form of trauma, such as 
that caused by a rough piece of toast or a bone 
grazing the esophageal mucosa, or the chemical 
erosion of alcohol, may be sufficient to cause hemor- 
rhage. Another theory is that peptic esophagitis 
(extremely common in portal hypertension because 
of the distention of the cardioesophageal junction 
produced by the distended veins) with associated 
acid peptic regurgitation erodes the esophageal 
mucosa and the vein wall, causing rupture and 
hemorrhage. 

I do not know the answer to this but have seen 
several patients with esophageal hemorrhage after 
gastrectomy with known gastric anacidity. Exces- 
sive degrees of portal hypertension, supplemented 
by any factor which may tend to raise the portal 
pressure transiently higher than its resting maxi- 
mum, may cause a vein wall blowout, just as vari- 
cose veins of the lower extremity may blow out 
spontaneously. Anyone who has ever seen massive 
gastrointestinal bleeding from a ruptured esopha- 
geal varix will testify that it is an alarming and 
dramatic sight. The only patients who tend to 
exsanguinate more quickly are those in whom 
either a malignant tumor or gastric ulcer has 
eroded through the left gastric artery. When such 
a patient enters the emergency room of the hospital 
he presents a serious and difficult problem. 

The most common cause of massive upper gastro- 
intestinal bleeding is, of course, peptic ulcer. The 
second in order of frequency is bleeding esophageal 
varices and, taking the average throughout the 
nation, about one patient out of three who enters 
the hospital with a massive gastrointestinal hemor- 
rhage is bleeding from varices. Most of the time 
the patient will be unknown to the emergency 
room physician or, for that matter, to anyone on 
duty at that moment. He may well be in deep 
shock or indeed in coma so that it is impossible to 
obtain a reliable history. The mere fact that he may 
arrive reeking of alcohol and with all the obvious 
clinical stigmata of cirrhosis, even with obvious 
ascites, may not clinch the diagnosis of bleeding 
varices, as it is well known that patients with cirrho- 
sis have a much higher incidence of gastritis and 
peptic ulcer than the average population. 


Emergency Diagnosis 


Fortunately we can combine diagnosis and treat- 
ment almost immediately, if a Sengstaken tube (or 
one of the variations thereof) is kept on hand. Such 
a tube should be standard equipment in every hos- 
pital emergency room throughout the world. The 
tube is introduced through the nose, passed rapidly 
into the stomach, the gastric contents aspirated, 
and the gastric balloon inflated with 150 cc. of air. 
Strong traction is applied on the tube, and the trac- 
tion is retained by means of one of several devices. 
As an emergency measure, it can be secured tem- 


ESOPHAGEAL VARICES—MACKBY 


109/1917 


porarily to the face with tape. The esophageal 
balloon is inflated to a pressure of 35 to 45 mm. Hg. 
This will require 50 to 75 cc. of air. The esophageal 
balloon tube is connected to a mercury manometer 
(with a three-way stop-cock introduced into the 
system to permit addition of air into the esophageal 
balloon to maintain pressure) so that variations in 
pressure are recorded constantly. Pressure will vary 
with motion of the diaphragm over an excursion of 
about 10 mm. A roentgenogram is then taken to 
corroborate the positioning of the gastric and 
esophageal balloons. Current tubes have radio- 
paque balloons which can be visualized on an 
x-ray film. 

Next, the gastric contents are aspirated again and, 
if necessary, the stomach irrigated with saline solu- 
tion until all the blood has been removed. When 


Fig. 1.—Retroperitoneal collateral circulation; natural anas- 
tomotic shunts by which venous blood may bypass liver and 
travel from portal bed to systemic venous system. 


the tube has been positioned and inflated properly 
and the bleeding continues as indicated by the 
character of the gastric aspirate, this indicates that 
the bleeding is due either to a peptic ulcer or to high 
gastric varices. To rule out the possibility of the 
latter, the stomach balloon is progressively inflated 
with 50-cc. increments over 10-to-15-minute periods, 
with the gastric aspirate again being checked at 
each interval until a total of 300 cc. of air has been 
introduced into the gastric balloon. 

At this point, if fresh blood is obtained from the 
stomach, it may be assumed that a bleeding peptic 
ulcer is the cause of the hemorrhage, and appro- 
priate treatment instituted. If the patient is known 
to be cirrhotic, an emergency laparotomy is prob- 
ably indicated if he can possibly stand the pro- 
cedure, as continued hemorrhage into the gastro- 
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intestinal tract is a lethal complication in cirrhosis. 
However, let us assume that the bleeding is con- 
trolled by the Sengstaken tube or, at any rate, that 
the bleeding has ceased. This may be coincidence 
or it may be due to effective compression by the 
tube. 

To digress briefly—are there any other diagnostic 
methods of accuracy in determining the source of 
upper gastrointestinal bleeding? Direct esophago- 
scopy in the presence of massive esophageal bleed- 
ing is difficult, dangerous, and unrewarding. Roent- 
genographic visualization of the terminal part of 
the esophagus and stomach in the presence of mas- 
sive hemorrhage is also time-consuming and 
frequently unsatisfactory although not as dangerous 
as it was formerly believed to be. In the presence of 
shock, it is safer not to attempt either method. 
Sulfobromophthalein excretion test results and 
estimation of prothrombin time are also frequently 
unreliable. 

McDermott,’ of the Massachusetts General Hos- 
pital, has advocated a fairly simple quantitative test 
for blood ammonia levels as an emergency pro- 
cedure. The normal blood ammonia level is 40 to 
60 mcg. of ammonia nitrogen per 100 ml. When 
gastrointestinal bleeding occurs, ammonia is re- 
leased into the portal circulation through the 
metabolic activity of intestinal micro-organisms. 
This ammonia is detoxified by the normal liver. 
However, in the cirrhotic patient, the deami- 
nation process breaks down and large quantities of 
ammonia appear in the circulating peripheral blood. 
McDermott’s quantitative test will indicate sig- 
nificantly elevated levels in the range of 100 to 120 
mcg. 

The reliability of the blood ammonia level as a 
diagnostic aid for bleeding esophageal varices °* is 
found wanting in three situations: 1. The patient 
with advanced cirrhosis and impaired liver function, 
who is bleeding from a concomitant peptic ulcer. In 
this situation the blood ammonia level will rise even 
if the patient is not bleeding from varices. In 
fact he may not even have varices, as only 50% of 
cirrhotic persons will ever form them. 2. When the 
bleeding is too recent to allow the intestinal bacteria 
time to produce sufficient ammonia to raise the 
peripheral blood ammonia levels. This can occur 
within the first two hours after a hemorrhage. 3. The 
prior use of intestinal antiseptics. In this case the 
patient may bleed profusely from _ esophageal 
varices, but if there are no ammonia-forming bac- 
teria in the intestine the blood ammonia levels will 
remain approximately normal. Due to the insta- 
bility of the reagents, plus the ease of contamination 
by extraneous sources of ammonia, this test has 
proved unsatisfactory in our institution. 


Balloon Tamponage 


In my early experience with the Sengstaken tube, 
I applied traction, placed a plug of foam rubber 
into the external nares, and then taped the tube 
to the foam rubber and to the skin of the nose and 
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cheek. Since considerable traction is necessary to 
control the hemorrhage and to prevent the esopha- 
geal balloon from herniating into the stomach, pres- 
sure on the external nares over a period of one to 
three days has caused an actual slough, and this 
technique has had to be abandoned, as the result- 
ing deformity can be most disfiguring and difficult 
to correct. 

Rousselot, of St. Vincent's Hospital in New York, 
who has been interested in the surgical treatment 
of cirrhosis for many years, has devised a rather 
complicated apparatus which consists of a molded 
mask which fits the bony contours of the face and 
exerts traction on the tube.* There is a clever elec- 
tronic monitoring device which is attached to the 
tube outlets and a system of alarm bells, buzzers, 
and lights, which is supposed to alert the nurse and 
the house staff of any fluctuations in the varying 
pressures that are exerted on the orifices of the tube. 
This is subject, of course, to the vagaries of all 
electronic systems and in addition depends on the 
budget of the institution and the ability of the 
service staff to purchase and to keep such an appa- 
ratus in good working condition, plus the type of 
clinical material which will guarantee the frequent 
use of the apparatus, so that the hospital personnel 
can be trained in its application. 

Although our group treats many patients with 
bleeding varices, we have felt that a simpler system 
of monitoring is more dependable and economical. 
An ordinary catcher’s mask applied to the face, to 
which the tube is attached after a rather severe 
degree of traction has been applied, is perfectly 
satisfactory. It must be remembered that when the 
esophageal balloon is inflated the patient is unable 
to swallow saliva and must expectorate it if he is 
conscious; if he is deeply sedated (as most patients 
are) or in coma, almost constant suction by a nurse 
who is skilled in tracheal aspiration is necessary in 
order to prevent aspiration pneumonia, which is one 
of the common causes of death in esophageal 
bleeding. 

How long should one maintain tamponage? This 
is a difficult question to answer, and experienced 
clinicians give a variety of opinions ranging from 
six hours to three weeks. Linton’ who has devised 
his own modification of the Sengstaken tube, which 
consists essentially of a reinforcement of the distal 
end of the esophageal balloon to prevent herniation 
into the stomach, advocates immediate placement of 
the balloon in the emergency ward and immediate 
preparation of the patient for transesophageal trans- 
thoracic ligation of the bleeding varices, as soon as 
sufficient blood is obtained, typed, and cross- 
matched. Blakemore,® on the other hand, advocates 
almost indefinite compression with the balloon, 
meanwhile preparing the patient for an elective 
portacaval shunt. 

I have followed a course somewhat different 
from either of these two.° Tamponage for a longer 
period than 48 to 72 hours at an absolute maximum 
produces an esophagus which is bulky, edematous, 
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and indurated and which responds most ungrate- 
fully to any type of surgical manipulation. Trans- 
esophageal ligation of varices after this period 
becomes extremely hazardous, because incisions 
made into the esophagus after prolonged tamponage 
have a pronounced tendency to disrupt and produce 
a fatal mediastinitis and/or empyema. Any direct 
attack on the varices is performed at a time when 
the liver function is at its poorest and the mortality 
from this purely palliative procedure is apt to be 
higher than one would consider desirable. Further- 
more, such a procedure can be considered only 
preliminary to the subsequent definitive shunt con- 
struction which in itself (even in elective cases) 
carries a respectable mortality. 

To sum up this aspect of treatment, it is only fair 
to say that the use of the tube alone requires con- 
stant nursing care, the ever-present hazard of aspira- 
tion pneumonia, and constant compression of the 
esophageal wall, which produces an unfavorable 
situation for possible transesophageal ligation of 


ne Techniques of Direct Ligation 


Transthoracic transesophageal ligation of varices 
is an operation of some magnitude,’ particularly in 
a depleted patient with poor hepatic reserve, 
especially if it has been preceded by a long period 
of esophageal tamponage. An additional considera- 
tion in such surgery is that, in case of a mistake in 
diagnosis, it is perfectly possible that a patient may 
actually be bleeding from a duodenal ulcer which 


-would be missed completely in a_ transthoracic 


approach. 

Accordingly, it is probably good practice, par- 
ticularly in the hands of a surgeon who has not had 
much thoracic surgical experience, to approach the 
varices transabdominally. A midline epigastric in- 
cision, with resection of the xiphoid process if neces- 
sary, can result in attainment of good visualization 
of the cardia of the stomach through a gastrotomy 
incision as well as an opportunity to explore the 
stomach and duodenum for a possible peptic ulcer, 
gastritis, or gastric varices. By placing a 14-in. 
rubber-shod Scudder clamp across the stomach and 
gastrocolic and gastrohepatic ligaments, complete 
control of the collaterals can be obtained and any 
esophageal bleeding greatly reduced or completely 
controlled. By division of the triangular ligament 
of the liver and the phrenoesophageal ligament, the 
lower end of the esophagus can be mobilized some- 
what. The esophagus is not an organ which can be 
elongated longitudinally to any extent, but, with 
sufficient mobilization, the distal end can be visual- 
ized. A sterile bivalve anoscope can be inserted 
through a high gastrotomy incision, the lower end 
of the esophagus visualized, and varices sutured. 
Three columns are usually present, and an over-and- 
over running mattress suture of 000 chromic catgut 
will control] the situation adequately. 

If bleeding is controlled by use of the Sengstaken 
tube, the esophageal balloon is deflated in 24 hours.’ 
If bleeding recurs, the balloon is reinflated, fresh 
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whole blood is obtained, and the patient is pre- 
pared for surgery. If, after another 24 hours of 
compression, on release of the bag the bleeding 
recurs, the patient is taken to surgery and, either 
through a transabdominal or transthoracic incision, 
depending on the circumstances in the particular 
case, the varices are ligated. During the period the 
balloon is inflated 1 Gm. of neomycin is admin- 
istered every four hours and purgatives (2 oz. of 
magnesium sulfate) are given through the tube; 
these preparations and colonic irrigations are given 
in an attempt to flush out the blood in the intestinal 
tract. If there is any sign of impending coma or of 
progressive ammonia intoxication, 40 Gm. of 
arginine in 400 cc. of dextrose is administered; this 
treatment is repeated two to four times in 24 hours. 

Fresh whole blood replacement in plastic bags is, 
of course, extremely important, and in patients who 
do not exhibit ammonia intoxication it frequently 
becomes necessary to employ heavy sedation. The 
sedative of choice is paraldehyde, administered 
either through the tube or rectally. Barbiturates 
must be used cautiously, as they are detoxified in 
the liver, and if this organ is too badly damaged 
they may circulate in the blood stream indefinitely. 
Vitamin K is administered intramuscularly. 

Emergency portacaval shunt has been advocated 
in this situation, particularly if the bleeding is not 
controlled by the tube.“ The mortality for this 
procedure (performed as an emergency ) is extreme- 
ly high; therefore the procedure should not be used 
in the average institution or by the average surgeon 
who is not completely familiar with it. 


Definitive Management 


What is the proper course of action after emer- 
gency ligation of varices? This procedure must be 
used as a policy of expediency and not as a defini- 
tive measure. Some patients have been known to 
rebleed from esophageal varices within six weeks 
after emergency ligation.” Therefore, it is desirable 
to retain such patients in the hospital for a period 
of three to six weeks after emergency ligation of 
varices and to prepare them for definitive shunt 
construction as soon as their condition will war- 
rant such a procedure. Linton’s criteria for shunt 
surgery represent an ideal which we find all too 
seldom in the average hospital practice. Our group 
has attempted to screen all candidates on a slightly 
different basis and thus far has had a zero surgical 
mortality in a series of 19 cases of portacaval and 
splenorenal shunts done at the Kaiser Foundation 
hospitals in San Francisco and the Northern Cali- 
fornia area. We will not perform a shunt on a pa- 
tient who is jaundiced or who manifests gross 
ammonia intoxication clinically.” 

However, we have had a number of patients who 
have recovered from jaundice and/or hepatic coma 
by the use of arginine and intensive medical care 
and who have then been subjected to shunt surgery 
with a successful outcome. It is desirable that the 
patient have positive protein balance, with a serum 
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albumin level above 3 Gm.%, absence of ascites, a 
prothrombin time of more than 50%, and a normal 
sulfobromophthalein value. Linton’s criteria (see 
table) demonstrate persons who are ideal candi- 
dates for shunt surgery, and, as can be seen from 


Correlation of Liver Function Test Results with Postoperative 
Deaths in Seventy-five Patients, Massachusetts 
al Hospital, 1945-1951° 


Survi- 
vals, Deaths, Mortal- 
Test Result of Test No. No. ity, % 
Serum albumin Less than 3 Gm.% 1 5 83 
More than 3 Gm.% 57 6 9 
Ascites — to respond 
medical =" 5 4 44 
red 0 
medical treatment 5 2 28 
None 54 5 8 
Prothrombin time 
(above normal) More than 4 sec. 25 9 27 
Less than 4 sec. 37 2 5 
oceculation 3+ to 4+ 25 il 81 
1+ to 2+ 39 0 0 
Sulfobromophtha- 
lein retentio 
(5 mg./kg.) More than 10% 39 9 19 
Less than 10% 22 0 0 
Van den Bergh More than 1.0 30 6 17 
Bilirubin 
(mg./100 ec.) Less than 1.0 32 4 11 


*Data from Linton, R. R.: Diseases of Liver, edited by L. Schiff, 
Philadelphia, J. B. Lippincott Company, 1956, p. 223. 


Linton’s figures, the procedure carries a low mor- 
tality for this group.° However, few patients fulfill 
these criteria, and one may justifiably ask if they 
would not do just as well without surgery. Most of 
our candidates for shunt surgery have gross clinical 
ascites, a serum albumin level of less than 3 Gm.%, 
and a prothrombin time of less than 50%. Because 
many of these candidates have had repeated epi- 
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Fig. 2.—Side-to-side portacaval shunt. 


sodes of bleeding and have demonstrated that their 
livers have had sufficient regenerative capacity to 
enable them to survive these episodes, we will oper- 
ate on most patients who have a clear sensorium, 
who are gainfully employed, who understand the 
nature of the problem of alcoholism and wish to be 
rehabilitated, and who are not jaundiced.’° 
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What type of shunt should one use? A splenorenal 
shunt is the most physiological and, in some re- 
spects, the safest to perform. However, it can be a 
dificult and trying operation. Thrombosis is four 
times as frequent as in a portacaval shunt,'” and 
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Fig. 3.—Double portacaval shunt. 
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Fig. 4.—Superior mesenteric shunt. 


portal pressure is not affected as positively or as 
permanently. The side-to-side and double shunts 
(fig. 2 and 3) have some theoretical physiological 
advantages in that the entire blood flow from the 
splanchnic bed to the liver is not diverted into the 
vena cava.'' However, it is questionable whether 
this is actually the case in a patient with advanced 
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cirrhosis and severe portal hypertension.’ It is 
probable that there is an actual reversal of blood 
flow from the liver into the inferior vena cava in 
the side-to-side shunt and almost certainly in the 
double shunt. Furthermore, the side-to-side shunt 
tends to produce eddy currents and lamination of 
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Fig. 5.—Inferior mesenteric shunt. 


blood, which increase the risk of thrombosis at the 
anastomotic site. For these reasons and _ several 
others we employ the end-to-side shunt when 
feasible. 

Situations will arise in dealing with extrahepatic 
block wherein the vessel to be anastomosed is less 
than 1 cm. in diameter. This will occur in an 
attempt to perform a shunt in a patient who is less 
than 10 years of age, the patient who does not have 
splenomegaly, or the patient who has had a previous 
splenectomy. Various types of minor shunt proced- 
ures have been performed in the past (fig. 4, 5, 
and 6). Due to the small size of the vein and the 
low pressure gradient, such shunts will almost uni- 
formly become occluded. Percutaneous splenopor- 
tography is a reasonably safe and accurate guide as 
to the size of the splenic vein and should be per- 
formed (prior to shunt surgery) only in a patient 
with a palpable spleen of 150 Gm. or more. Patients 
with bleeding varices due to extrahepatic block who 
have a splenic vein less than 1 cm. in diameter had 
best be treated by transesophageal ligation of the 
varices, which can be repeated if necessary until 
the patient is old enough to have a splenic vein of 
sufficient caliber to remain patent.’°®” 

If the bleeding is recurrent and serious or if the 
patient has had a previous splenectomy, it may then 
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be necessary to resort to a procedure designed to 
interrupt the collateral vessels between the occlud- 
ed portal vein and the esophageal plexus. Gastric 
bisection or distal esophagectomy and proximal 
gastrectomy have been advocated for this purpose.’” 
Such operations carry a respectable mortality and 
are usually of only temporary benefit, because ven- 
ous collaterals tend to re-form within a period of 18 
months, and recurrent bleeding is apt to ensue. 
However, one has little else to offer such patients. 


Summary and Conclusions 


Hemorrhage from esophageal varices is probably 
a reflection of anatomically undeveloped retroperi- 
toneal collateral vessels. The exact mechanism of 
bleeding is obscure and cannot be reproduced in 
experimental animals. 

Diagnosis of upper gastrointestinal bleeding is 
important and may be misleading because of the 
high incidence of peptic ulcer in patients with 
cirrhosis. (Twenty-five per cent of our bleeding 
cirrhotic patients do not bleed from varices but 
rather from a concomitant peptic ulcer or gastritis. ) 
The best diagnostic and therapeutic tool in emer- 
gency situations is the Sengstaken-Blakemore tube. 
Auxiliary diagnostic measures include sulfobromo- 


Splenic vein 

Int mesenteric v. 
Left kidney 
Lett renal v. 


~ Lett ovarian Vv. 


mesenteric 
vein 


Fig. 6.—Ovarian (or spermatic) shunt. 


phthalein determination, blood ammonia level 
determination and “barium swallow,” liver biopsy, 
and hepatic wedged pressure studies . 

If the Sengstaken tube fails to control bleeding, 
emergency laparotomy and gastrotomy is indicated. 
Bleeding peptic ulcer and gastric or esophageal 
varices can be controlled through such an incision. 
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Emergency shunt is not advocated in the usual 
situations in‘ the average hospital. Elective or urgent 
portacaval end-to-side shunt is recommended for 
all patients who have had recurrent bleeding from 
proved esophageal varices, who are not jaundiced, 
and who show no signs of ammonia intoxication. 
Such patients should be brought to the optimum 
level of hepatic function prior to surgery. Splen- 
crenal shunt is recommended for all those patients 
with extrahepatic block who have a splenic vein 
over 1 cm. in diameter. 

2425 Geary Blvd. 
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EXSTROPHY OF THE BLADDER 
REVIEW OF ONE HUNDRED FIFTY-SIX CASES 
Charles C. Higgins, M.D., Cleveland 


Exstrophy of the bladder is one of the most dis- 
tressing congenital anomalies. It occurs once in 
every 30,000 to 40,000 births and is more frequent 
in males than in females, the ratio being approxi- 
mately four males to one female. My series of 156 
patients included 101 males and 55 females. 

There are three types of exstrophy of the blad- 
der, (1) superior vesical fissure, (2) inferior vesical 
fissure, and (3) complete exstrophy. The incom- 
plete types 1 and 2 are rare; in patients with these 
types the defect in the abdominal wall is rela- 
tively slight, and only a.small protrusion of the 
everted superior or inferior part of the bladder is 
presented. The genitals are normal and the pubes 
are united. These types of exstrophy are amenable 
to correction by plastic closure of the bladder and 
abdominal wall. Three patients in this series had 
incomplete exstrophy of the bladder. 

Type 3, complete exstrophy of the bladder, is the 
type usually observed. In patients with this con- 
dition the anterior wall of the bladder is absent, 
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The author treated 101 male and 55 fe- 
male patients who had various congenital 
defects of the urinary bladder. The defects 
ranged from mild forms and normal external 
genitalia to extreme forms and the absence 
of one or more essential structures, which 
made it exceedingly difficult for the surgeon 
to offer the patient any prospect of a socially 
normal life. Since 1950, ureterointestinal 
anastomosis and cystectomy have been per- 
formed during the first year of the patient's 
life. Of the 130 patients in this series who 
underwent ureterosig tomy with cystec- 
tomy, 75 were not more than one year old; 
in the entire series there were six operative 
deaths (4.6%). Although serious complica- 
tions after operation have been observed, 
100 patients are alive from 1 to 29 years 
after operation, and valuable knowledge 
has been accumulated. Recently, ureteroileo- 
sigmoidostomy has given gratifying results; of 
14 children treated, all but one survived. 


Vol. 171, No. 14 


with a fissure of the anterior abdominal wall. In 
consequence, the entire posterior wall of the blad- 
der protrudes. The mucosa of the bladder is fiery 
red and exquisitely tender and bleeds readily. The 
mucocutaneous margins are well defined. As the 
child becomes older, portions of the exposed blad- 
der assume a grayish color as squamous epithelium 
replaces the normal cellular structure of the mu- 
cosa of the bladder. Usually the ureteral orifices 
may be detected, because urine intermittently 
spurts from them. There are diastasis of the rectus 
muscles and separation of the pubic bones. 

In the male patient with type 3 exstrophy of 
the bladder the penis is usually represented by a 
rudimentary stump with epispadias and a wide- 
open urethral meatus exposing the floor of the 
urethra, the colliculus seminalis, and the bladder 
neck. The scrotum is smaller than normal and fre- 
quently cleft, and cryptorchism generally exists. In 
this series of 156 patients only one of 101 male 
patients had a normal penis. In the female patient 
with type 3 exstrophy of the bladder the clitoris 
is cleft and the labia minora are widely separated 
anteriorly, exposing the vagina. Epispadias is usu- 
ally present. 

Coexisting nonurologic and urologic anomalies 
are frequently observed which may influence the 
treatment to be instituted. In this series of 156 
patients the coexisting nonurologic congenital 
anomalies included indirect unilateral inguinal 
hernia (23 patients), bilateral indirect inguinal 
hernia (18 patients), rectal prolapse (13 patients), 
hydrocephalus (one patient), spina bifida (5 pa- 
tients), clubfoot (3 patients), anal stricture (3 pa- 
tients), harelip (2 patients), cleft palate (2 patients), 
vaginorectal fistula (2 patients), imperforate anus 
(3 patients), double vagina and bicornate uterus 
(one patient), supernumerary arm and leg and two 
right hands (one patient), absence of vagina (2 
patients), and absence of rectus muscles (one pa- 
tient). 

The coexisting urologic anomalies included 
epispadias in all of the male children except the 
boy with the normal penis; cryptorchism, in which 
the testes did not descend into the scrotum when 
the child cried or could not be placed into the 
scrotum by gentle manipulation with the examin- 
ing hand (44 patients); complete bifid scrotum (23 
patients); reduplication of the ureters (11 patients); 
bifid penis (6 patients); pseudohermaphroditism (3 
patients); cloaca (2 patients); double penis (2 pa- 
tients); double bladder (1 patient); horseshoe kid- 
ney (2 patients); and normal uterus, ovarian tubes, 
ovaries, and vagina in a child whose mouth scrap- 
ings under cytological study indicated a genetic 
male (one patient). In the female children addi- 
tional anomalies consisted of cleft clitoris (usually 
present); vesicorectal fistula (two patients); and 
vesicovaginorectal fistula (two patients). 

The presence of coexisting anomalies does not 
necessarily mean that surgical intervention is not 
feasible. In most instances the coexisting anomalies 
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may be corrected by appropriate surgical proce- 
dures, and the erstwhile severely handicapped child 
may be restored to social normalcy. Unless these 
unfortunate children are given the benefit of sur- 
gical treatment ‘about one-half of them will die in 
early childhood and two-thirds of them will die 
before attaining 15 years of age. | 

Prior to 1950 it was generally accepted that sur- 
gical intervention for exstrophy of the bladder 
should be deferred until the child was 5 or 6 years 
of age. At that time I wrote that ureterointestinal 
anastomosis and cystectomy should be performed 
during the first year of life.’ In a child of that age 
the kidneys are usually normal, not having been 
subjected to repeated attacks of pyelonephritis, and 
the ureters are of normal caliber. In the absence of 
dilatation of the ureters their implantation into the 
rectosigmoid is rendered less technically difficult. 
The end-results secured after ureterointestinal anas- 
tomosis in infants justify recommending the op- 
erative procedure at this period of the child’s life. 

Ureterosigmoidostomy with cystectomy was per- 
formed in 130 of the 156 patients with exstrophy 
of the bladder. Their ages at the time of operation 
were as follows: up to and including 1 year, 75 
patients; 2 to 4 years, 25 patients; 5 to 9 years, 14 
patients; 10 to 14 years, 5 patients; 15 to 19 years, 
1 patient; 20 to 29 years, 7 patients; and 30 to 39 
years, 7 patients. The operative procedure em- 
ployed was a modification of the Coffey I operation 
(ureterosigmoidostomy); with a mucosa-to-mucosa 
anastomosis between the rectosigmoid and the 
ureter. There were 6 operative deaths in 130 pa- 
tients, an operative mortality of 4.6%. 

Recently, in collaboration with Turnbull,’ I re- 
ported a new operation called “ureteroileosigmoid- 
ostomy,” which has been giving good end-results. In 
most of the patients in whom this procedure has 
been employed a ureterointestinal anastomosis was 
constructed previously, either by me or by other 
surgeons. Subsequent dilatation of the ureters neces- 
sitated surgical intervention for the relief of ureteral 
obstruction. The operation has been performed in 
14 children; one patient died in the hospital after 
operation. 

Although the end-results secured by ureteroileo- 
sigmoidostomy and cystectomy are gratifying, in- 
sufficient time has elapsed since the 14 operations 
were performed to warrant drawing definite con- 
clusions at this time. 

A plastic procedure, with reconstruction of the 
bladder and the urethra, was employed in five pa- 
tients. One patient died of acute pyelonephritis 
after operation; subsequently two patients in whom 
the operative procedure was a failure required 
ureterointestinal anastomosis. Two girls are living 
and well six and nine years, respectively, after op- 
eration. Both of these girls have mild stress in- 
continence. 

Of the 130 patients who underwent ureterosig- 
moidostomy and cystectomy for exstrophy of the 
bladder 36 had major operative or immediately 
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postoperative complications. These included acute 
pyelonephritis, 13 patients; wound infection, 5; 
evisceration, 5; anuria, 3; strangulated inguinal 
hernia, 2; otitis media, 2; leakage (left ureterosig- 
moidostomy necessitating nephrostomy), 2; postop- 
erative pneumonia, 2; acute pyelonephritis (fatal), 
2; and cardiac arrest (fatal), 2. 

Of the 124 patients who underwent ureterosig- 
moidostomy 99 had delayed major complications. 
Hyperchloremic acidosis of varying severity oc- 
curred in 48 patients, pyelonephritis in 36, uremia 
in 5, renal calculus in 4, strangulated inguinal 
hernia in 3, epidermoid carcinoma of the remnant 
of the bladder in one patient, partial intestinal ob- 
struction (adhesions) in 1, and intussusception of 
the jejunum in 1. 

Of the 124 patients who underwent ureterosig- 
moidostomy for exstrophy of the bladder 16 died 
postoperatively; the range of survival was from less 
than one year to nearly eight years. The causes of 
deaths, number of patients, and length of survival 
are as follows: uremia, less than one year, one 
patient; pyelonephritis and uremia, less than one 
year, two patients; pneumonia, less than one year, 
one patient; pertussis and pneumonia, less than two 
years, one patient; pyelonephritis, less than two 
years, one patient; uremia, less than two years, one 
patient; cardiac arrest (at another hospital, during 
repair of epispadias), less than three years, one 
patient; pyelonephritis, less than five years, two 
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patients; atelectasis, pulmonary congestion, and 
acute splenitis, less than six years, one patient; 
pneumonia and uremia, less than seven years, one 
patient; anuria, after lysis of adhesions, and intes- 
tinal obstruction, less than une year, one patient; 
acute appendicitis, less than three years, one pa- 
tient; acute pyelonephitis with bilateral cortical 
abscesses found at autopsy, less than eight years, 
two patients. 

From the review of the records of the 156 pa- 
tients with exstrophy of the bladder under my care 
the surgical procedure that I prefer, at the present 
time, is ureterosigmoidostomy. One hundred eight 
patients are living for from 1 to 29 years after 
operation, and the findings in the postoperative 
roentgenograms are normal (both ureters and kid- 
neys) in 41.4% of the patients. Should ureteral ob- 
struction and dilatation ensue, necessitating sur- 
gical intervention at a later date, the ureters may 
be retrieved from the intestine and a ureteroileo- 
sigmoidostomy may be performed. 


2020 E. 93d St. (6). 
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FAMILIAL ESOPHAGEAL EPIPHRENAL DIVERTICULA 
Wayne E. Hird, M.D. } 


Clarence B. Hortenstine, M.D., Richmond, Va. 


Multiple epiphrenal diverticula are rare, and no 
etiological basis has been definitely established. The 
occurrence of multiple epiphrenal diverticula in 
various members of different generations of the 
same family has not previously been reported. Such 
an occurrence appears significant in that it tends to 
establish a definite genetic factor as a probable 
etiological factor in this anomaly. The purpose of 
this paper is to demonstrate the apparent action of 
a genetic factor in one family by the demonstration 
of multiple epiphrenal diverticula occurring in 
father, son, and daughter, and of a tracheoesopha- 
geal fistula at birth in a grandchild, offspring of a 
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Demonstration of multiple epiphrenal di- 
verticula in a male parent and two of his 
children, with tracheoesophageal fistula 
found at birth in a grandchild, lends strong 
support to the concept that familial genetic 
defect is a possible etiological factor. The 
diverticula in these reported cases were 
found to extend over the entire lower eso- 
phageal segment. Acute complications had 
not been recorded in the parent or children. 
Evidence indicates that such patients should 
be treated conservatively. 


and 
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second daughter who was not examined. It is 
thought that these findings are worthy of reporting 
as a new clinical type. 


Incidence and History 


Epiphrenal diverticula are a relative rarity. In 
one study ' a review of 20,000 “barium swallows,” 
without regard to the reason for the examination, 
only three epiphrenal diverticula were discovered. 
A review of the literature reveals that a total of only 
126 cases were reported prior to 1952.” Since that 
time the number of case reports has more than 
tripled. Approximately 3% of all esophageal diverti- 
cula are epiphrenal.* More than one diverticulum in 
the same patient is indeed a raritv. 

The first accurate description of the clinical 
symptoms and anatomic findings in a case of epi- 
phrenal esophageal diverticulum was made_ by 
Deguise in 1804. Reitzinstein * is credited with the 
first roentgenologic demonstration of such lesions in 
1898. Enderlen * performed the first successful surgi- 
cal correction of one such diverticulum in 1910. All 
of the listed reported cases were of large, single 
diverticula. 

Etiology 

The etiological basis of epiphrenal diverticula has 
been attributed to various factors. Many investi- 
gators ® have felt that epiphrenal diverticula are 
congenital. Partial agenesis of esophageal muscula- 
ture with relatively thinly spread muscle fibers has 
been described.” Solis-Cohen and associates * have 
reported a single case in which was found one 
diverticulum of the hypopharynx, two additional 
diverticula at the level of the aortic arch, and one 
additional diverticulum at the epiphrenal level. This 
patient demonstrated a markedly weakened esopha- 
geal muscular wall but gave no history suggesting 
an acquired condition which might possibly have 
produced this weakness. Other authors’ have de- 
scribed patients with similar but less marked hypo- 
plasia of the muscular wall. In some cases epithelial 
thinning has been observed microscopically but no 
other findings of significance were found. Palmer “ 
has stated that a congenital neuromotor dysfunction 
was the initiating factor involved and that the en- 
largement of a diverticular sac was secondary to 
normal pulsive forces exerted during swallowing. 

The pulsive force is greatly increased in cardio- 
spasm,” and this condition must be considered as an 
etiological agent. Vinson * found 8 cases of cardio- 
spasm among 40 cases of proved epiphrenal diverti- 
cula. Some authors ° have felt that the presence of 
the diverticulum may have been the initiating fac- 
tor in producing the cardiospasm. Only a small 
percentage of the persons suffering from cardio- 
spasm have epiphrenal diverticula.’° 


Report of Cases 


The following case presentations, we believe, 
establish a familial or genetic factor as the probable 
etiological basis for multiple epiphrenal diverticula 
in the family described. 
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Case 1.—A 72-year-old man gave a history cover- 
ing a period of 30 years, during which he had had 
intermittent pain with swallowing, occasional chok- 
ing attacks with vomiting of recentlv ingested food, 
and frequently associated attacks of violent singul- 
tus. Heartburn was never a symptom. The pain and 
spasms described were usually initiated by the act 
of deglutition and lasted from 10 to 15 seconds. This 
patient had no brothers or sisters and was not 
aware of any history of dysphagia in his parents. 
Barium esophagrams revealed multiple epiphrenal 
diverticula (fig. 1), which on fluoroscopy were 
noted to contract to expel the barium back into 
the esophageal lumen. 


Fig. 1. (case 1).—Left, esophagram showing multiple 
epiphrenal diverticula. Right, esophagram showing, in de- 
tail, variation in contractile action of epiphrenal diverticula. 


Case 2.—A 38-year-old son of the patient in case 1 
was first seen after a complete esophageal obstruc- 
tion from a bolus of meat (fig. 2, left). For a period 
of 16 years previously he had had symptoms of 
heartburn and painful “spasms of the esophagus” 
which could often be initiated by simply smelling 
food. A similar episode of complete esophageal ob- 


~ struction by a bolus of meat occurred just one year 


previous to the present admission. Additional his- 
tory revealed the presence of a duodenal ulcer. Re- 
sults of physical examination were negative except 
for cryptorchism bilaterally. The esophageal ob- 
struction was relieved by administration of papaya 
and irrigation. A subsequent barium esophagram 
revealed multiple epiphrenal diverticula’ which 
were also capable of contraction and on fluoroscopy 
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were noted to expel the barium back into the 
esophageal lumen (fig. 2, right). An incidental find- 
ing on this examination was a diverticulum of the 
duodenum. This patient had no children. 

Case 3.—A 43-year-old daughter of the patient in 
case 1 gave a history of dysphagia for the preceding 
10 years and recalled having had more than three 
attacks of esophageal obstruction during that time. 
When eating fast (or gulping her food, as was the 
family habit) she often noted that a bolus of food 
would seem to stop in the middle of the esophagus, 
after which cramping pains would occur and persist 
until a few seconds later when the bolus would 
“turn loose and go on down into the stomach.” Eat- 


Fig. 2 (case 2).—Left, complete esophageal obstruction 
shown at initial examination. Right, esophagram showing 
multiple epiphrenal diverticula. 


ing dry foods would always give a “choking sensa- 
tion.” An esophagram disclosed multiple epiphrenal 
diverticula, which on fluoroscopy would fill and 
empty with contractile motion. A son, aged 10 years, 
and two daughters, aged 6 and 15 vears, were totally 
asymptomatic, and normal barium esophagrams 
were obtained. 

Cast 4.—Another daughter of the patient in case 1 
apparently was asymptomatic and would not submit 
to roentgenographic examination. Her daughter 
(granddaughter of the patient in case 1) had a 
tracheoesophageal fistula at birth; it was surgically 
repaired shortly thereafter, and the patient was 
asymptomatic postoperatively. She is now in her 
late teens and has remained asymptomatic through- 
out her life. The tracheoesophageal fistula in this 
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case was the most common variety with the blind 
upper esophageal pouch and the lower esophageal 
segment attached to the trachea just above the 
carina. There were no other congenital anomalies 
present. There are no other children in this family. 


Comment 


The occurrence of multiple epiphrenal esophageal 
diverticula in three members of the same family 
representing two generations and the further un- 
usual finding of a tracheoesophageal fistula in the 
third generation surely lends strong support to 
familial genetic defect as a possible etiological fac- 
tor in the development of such pathological entities. 
This limited study further suggests that the etiologi- 
cal factors in multiple diverticula probably differ 
from factors in development of a single divertic- 
ulum. The fact that dysphagia did not develop 
until several years after birth in those with divertic- 
ula suggests that there may be congenital weakness 
of the esophageal wall and that the stress of daily 
living subsequently leads to the development of 
multiple diverticula in these areas. All the members 
of this family are of the rather “nervous” type and 
have the habit of eating rapidly. Gulping of food 
may have contributed to, but is not sufficient cause 
per se, for development of the multiple diverticula. 

Generally speaking, asymptomatic epiphrenal 
diverticula require no treatment. If the diverticula 
become large enough to lead to rotation into a de- 
pendent position and so cause displacement of the 
esophagus,’ surgical therapy is then necessary. 
Hydrostatic dilatation usually produces only tem- 
porary symptomatic relief for the patient with a 
large single epiphrenal diverticulum.”” 

A review of the presented cases shows that first 
patient attained the age of 72 years, with only mod- 
erately pronounced symptoms over a period of 30 
years and without development of any severe com- 
plication. Since the diverticula in these cases were 
found to extend over the entire lower esophageal 
segment, moderately extensive excision would be 
necessary to remove the involved segment if surgical 
therapy were attempted. These considerations lead 
us to believe that similar cases of epiphrenal diver- 
ticula should be treated conservatively. 


Summary 


Three patients, representing two generations in a 
single family, had multiple epiphrenal diverticula. 
A member of the third generation had a tracheo- 
esophageal fistula. Conservative management is 
recommended for this syndrome. 


References 


1. Wheeler, D.: Diverticula of Foragut, Radiology 
49:476-481 (Oct.) 1947. 

2. Goodman, H. I., and Parnes, I. H.: Epiphrenic Diver- 
ticula of Esophagus, J. Thoracic Surg. 2145-159 (Feb. ) 
1952. 

3. Lahey, F. H.: Intrapleural Pulsion Esophageal Diver- 
ticulum: Report of Case, Lahey Clin. Bull. 332-5 (July) 
1946. 


Vol. 171, No. 14 


4. Reitzinstein, A., cited in Harrington, S. W.: Surgi- 
cal Treatment of Pulsion Diverticula of Thoracic Esophagus, 
Ann. Surg. 129:606-618 (May) 1949; Granet, E.: Epi- 
phrenal Diverticulum of Esophagus, with Case Report, Am. 
J. Surg. 192259-262 (Feb.) 1933. 

5. Enderlen, F., cited in Kausel, H. W., and Lindskog, 
G. E.: Epiphrenic Diverticulum of Esophagus: Review of Its 
Surgical Treatment and Report of Case, Dis. Chest 213334- 
345 (March) 1952. 

6. (a) Naclerio, E. A.: Symposium on Esophagus and Its 
Diseases: Diverticula of Thoracic Esophagus, Am. J. Surg. 
933218-227 (Feb.) 1957. (b) Solis-Cohen, L.; Ersner, M.; 
and Friedman, P. S.: Multiple Pharyngeal and Esophageal 
Diverticula, Hiatal Hernia of Stomach, and Chalasia of 
Esophageal Cardiac Junction: Case Report, Am. J. Roent- 
genol. 7%3:242-245 (Feb.) 1956. (c) Smith, M. K.: Deep 
Pulsion Diverticula of Esophagus, Ann. Surg. 88:1022-1027 
(Dec.) 1928. (d) Palmer, E. D.: Esophagus and Its Dis- 
eases, New York, Paul B. Hoeber, Inc., medical book depart- 
ment of Harper & Brothers, 1952, pp. 97-116. 


INNER-EAR MECHANICS—LAWRENCE AND McCABE 


119/1927 


7. Holinger, P.: Esophageal Diverticula, S. Clin. North 
America 203185-194 (Feb.) 1940. Smith. 

8. Vinson, P. P.: Diverticula of Thoracic Portion of 
Esophagus: Report of 42 Cases, Arch. Otolaryng. 193508- 
513 (April) 1934. 

9. Kausel and Lindskog, in reference 5. 

10. Habein, H. C., Jr.; Kirklin, J. W.; Clagett, O. T.; and 
Moersch, H. J.: Surgical Treatment of Lower Esophageal 
Pulsion Diverticula, A. M. A. Arch. Surg. 7231018-1024 
(June) 1956. Johnstone, A. S.: Symposium: Diverticula of 
Alimentary Tract: Diverticula of Oesophagus, Brit. J. Ra- 
diol. 222415-422 (Aug.) 1949. 

11. Lahey, F. H.: Management of Pulsion oe 
Diverticulum: Based on Operative Experience with 82 Cases 
and Follow-up Study of 52 Cases, J. A. M. A. 10931414- 
1419 (Oct. 30) 1937. 

12. Gold, M. A., and Sawyer, J. G.: Diverticula of Gastro- 
intestinal Tract, Ann. Int. Med. 363:956-978 (April) 1952. 


INNER-EAR MECHANICS AND DEAFNESS 


SPECIAL CONSIDERATION OF MENIERE’S SYNDROME 


Merle Lawrence, Ph.D. 


Brian F. McCabe, M.D., Ann Arbor, Mich. 


Once sound vibrations have been introduced into 
the fluids of the inner ear, either through the forcing 
movements of the stapes or through bone conduc- 
tion, there are*still two basic processes on which 
adequate stimulation of the neural elements de- 
pends. One of these is a mechanical one, the proc- 
ess whereby the vibrations are transmitted through 
the fluids and the energy distributed along the 
basilar membrane so that the sensory cells are ap- 
propriately stimulated. The other process is the one 
by means of which the mechanical vibrations are 
utilized to produce an electrical form of energy 
capable of stimulating the nerve fibers. This latter 
process is the responsibility of the sensory cells. 

If either one of these two processes is interfered 
with, a loss of hearing results. It is easy to imagine 
how a substance toxic to the sensory cells could be 
present in the endolymph, resulting in deterioration 
and eventual death of these cells. It is not so easy 
to imagine how the mechanical operation of the 
inner ear can be detrimentally affected. 

One set of conditions that may have a mechan- 
ical effect on inner-ear sound transmission as well as 
a toxic effect on the sensory cells is that connected 
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Intensive study was made of the changes 
in the inner ear of a woman who died of 
other causes after suffering from Méniére’s 
syndrome for four years. There was evidence 
that the ductus cochlearis had been overdis- 
tended by an excess of endolymph and that 
its rupture had been followed by partial re- 
pair. This would explain the fact that the 
symptoms had come in spells and that there 
had been a remission lasting two years. if 
the underlying process in Méniére’s syndrome 
is overproduction of endolymph in the coch- 
lea, then the logical remedy is either destruc- 
tion of the cochlea or some other method of 
reducing the hydrops, rather than the destruc- 
tive labyrinthotomy which had been contem- 
plated. Destruction of the cochlea produces 
deafness but would relieve the vertigo, which 
is the more disabling of the two symptoms. 


with what has come to be called Méniére’s syn- 
drome. The symptoms associated with this entity 
are those of tinnitus, progressive fluctuating deaf- 
ness, and periodic attacks of vertigo, nausea, and 
vomiting. Because these disturbances involve the 
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functions of both auditory and nonauditory parts 
of the labyrinth, it is obvious that the precipitating 
condition is widespread throughout the inner-ear 
structures, and the one universal finding in these 
cases, as observed by Hallpike and Cairns,’ has 
been a hydrops of the membranous labyrinth. 

Often in the presence of the dilatation of the laby- 
rinthine system brought about by this hydrops the 
sensory areas have appeared normal. Such observa- 
tions have led to theories that the hydrops, by 
increasing the endolymphatic pressure, somehow 
interferes with the transmission of sound within the 
inner ear. 

Lindsay * discussed this possibility and recently 
Tonndorf * showed how increased fluid pressure 
can affect the behavior of a model resembling the 
ear. This model contained an enclosed channel, rep- 
resenting the endolymphatic scala, which was in- 


Fig. 1.—Scala media from right cochlea of patient with 
attacks symptomatic of Méniére’s syndrome. Reissner’s mem- 
brane is greatly distended, and endosteum of scala vestibuli 
is thickened. No changes in organ of Corti or stria vascularis 
are apparent, other than those expected by autolysis. Out- 
lined area is shown, enlarged, in figure 5. 


cluded between two other connecting channels con- 
taining an opening at each end to represent the 
perilymphatic scalae. Increased fluid pressure in 
this system produced changes in the behavior of 
the vibratory patterns within the model that ap- 
parently, to the investigator, were consistent with 
some of the symptoms associated with Méniére’s 
syndrome. 

One of these symptoms is that of sound distor- 
tion. Patients suffering from these symptoms often 
complain of being able to hear sounds which, when 
heard, are distorted and uninterpretable. By certain 
procedures * it is possible to determine the level 
above the threshold at which this distortion be- 
comes just noticeable by a human observer. In 
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patients with Méniére’s syndrome the range of 
hearing between threshold and beginning distor- 
tion is much less than in normal patients, but, be- 
cause of the raised threshold, actually more sound 
pressure is required to bring on this distortion than 
in the normal ear. Tonndorf apparently misinter- 
preted this fact and his model showed that the 
sound pressure level at which distortion was pro- 
duced was lowered by increasing fluid pressure. If 
a model demonstrates an error in one dimension it 
is doubtful that it can be used as proof in any other 
dimension. These experiments offer no evidence 
that hydrops has a mechanical effect on sound trans- 
mission. 

Other experiments in animals, such as those of 
Lempert and co-workers ° and Von Békésy °, have 
demonstrated that changes in intralabyrinthine 
pressure do not have any noticeable effect on the 
production of cochlear potentials. Because of the 
lack of direct evidence that increase in endolym- 
phatic pressure can alter the function of the inner 
ear, and because it is difficult to see how pressure 
could increase rapidly enough to produce the pre- 
cipitous attacks of vertigo, tinnitus, and sudden 
feeling of fulness in the ear, the notion of a toxic 
effect has found favor. But there is no indication 
of what the chemical substance involved might be 
or from where it might arise. 

We have recently had the opportunity to process 
and examine microscopically the temporal bones of 
a patient who had been suffering from all the 
classic symptoms of Méniére’s syndrome. This pa- 
tient’s symptoms resisted all attempts to relieve 
them by medical treatment, so the patient was 
scheduled for a destructive labyrinthotomy. During 
the anesthetic induction, however, the patient de- 
veloped a cardiac arrest. Although the heart was 
resuscitated by massage to a normal beat, the pa- 
tient developed hyperpyrexia and died 38 hours 
after the arrest. At autopsy the temporal bones 
were removed, placed in 20% formol, processed in 
the usual manner, sectioned at 20u, and mounted 
serially for subsequent histological review. 

A careful study of the histological changes in 
these bones suggested, when compared with some 
recently revealed changes observed in animal tem- 
poral bones, a possible cause of the precipitous 
periodic attacks as well as a possible mechanism 
determining the course of the disease. 


Report of a Case 


The patient, a 43-year-old woman, came to Uni- 
versity Hospital on July 3, 1956, with the chief com- 
plaint of recurrent spells of vertigo, nausea, tin- 
nitus, and deafness of four years’ duration. The 
initial episodes were relieved by medication and a 
two-year period of remission ensued. In the recent 
months before admission her spells had become 
increasingly severe. Three courses of intravenous 
histamine therapy failed to control her disease. 
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Objective otolaryngologic examination and gen- 
eral physical examination showed normal findings. 
Functional examination of the hearing by audi- 
ometry revealed results as follows: 


(128 «#256 512 1,024 2,048 4,096 8,192 
0 O 5 0 0 20 30 
Right 50 SO 55 60 60 55 40 


Bone conduction with 70 db. of masking revealed 
the following results. 
512 1,024 2,048 
Left 
Right 55 60 50 


On July 6, 1956, the patient was scheduled for a 
destructive labyrinthotomy of the right ear. This 
was not carried out because of her cardiac arrest 
and subsequent death, described above. 

Histological Findings.—Because of the nature of 
death and the delay in removal of the temporal 
bones considerable postmortem autolysis occurred, 
but these changes were not of such a nature as to 
change the picture on which the present interpre- 
tations were made. 

Right Ear: The cochlear duct showed the typical 
picture (fig. 1) of endolymphatic hydrops as de- 
scribed by Hallpike and Cairns.’ Reissner’s mem- 
brane was greatly distended into the scala vestibuli, 
which was not completely obliterated but con- 
tained numerous strands of unsystematized con- 
nective tissue. The endosteal lining of the scala 
vestibuli was thickened. The organ of Corti, ex- 
ternal sulcus, spiral prominence, and stria vascular- 
is did not show any changes other than those to be 
expected with this degree of autolysis, and the basi- 
lar membrane appeared in a normal position. 

The saccule and utricle showed dilatation as well 
as changes in the sensory cell area. Figure 2C 
shows the saccule. The membrane on the side op- 
posite the macular area was torn, but this had the 
appearance of having occurred during processing. 
There were some changes in the sensory cells, 
which could have been due to autolysis, except that 
the saccule on the left side did not show similar 
changes. 

Figure 2B shows the utricle of this right side. 
It is obvious, when the sensory cells of this macula 
are compared with those of the unaffected side 
(fig. 2A), that changes other than autolysis have 
taken place. The semicircular canals and each crista 
appeared normal. The endolymphatic sac had been 
removed, along with the dura on the posterior side 
of the petrous bone, and so was not available for 
study. The duct, however, appeared normal. The 
cochlear aqueduct also appeared normal. 

Left Ear: As nearly as could be determined by 
careful examination of the sections all structures 
on this side appeared normal. Figure 3 shows the 
scala media from this side, which can be compared 
with figure 1. On this left side Reissner’s membrane 
appeared in its normal position, and the organ of 
Corti seemed normal. 
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Figure 2A shows the macula of the utricle. The 
sensory cells, otolithic membrane, and nerve supply 
appeared normal. There was no distention of the 
membranous wall as there was in the utricle on 
the right side. 


Fig. 2.—A, macula utriculi of left ear; B, macula utriculi 
of right ear; C, macula sacculi of right ear. 


Because of the plane of section on this side it 
was not possible to obtain a picture of the saccule 
comparable to that on the right. But from what 
could be ascertained by careful microscopic exam- 
ination the macula and membranous walls were 


normal. 
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As on the right side the endolymphatic sac had 
been torn free along with the dura from the pos- 
terior side of the petrous bone. The remaining duct, 
however, app~red normal, as did the cochlear 
aqueduct. 


Fig. 3.—Scala media from left cochlea. Changes in organ 
of Corti and stria vascularis are typical of those to be ex- 
pected from postmortem autolysis. 


Comment 


It is quite obvious from this and from most pre- 
vious reports which describe the histopathological 
changes in the internal ear that the major occur- 
rence in Méniére’s syndrome is a distention of 
Reissner’s membrane along with similar changes in 
the saccule. It is not so common to find changes in 
the utricle or in the semicircular canals, although 
some have been reported, usually in cases of long 
standing. These observations are no doubt signifi- 
cant in the explanation of the symptoms associated 
with Méniére’s syndrome. 

The course of events in this illness usually starts 
with auditory symptoms. There are tinnitus and 
some loss of hearing, with a sensation of fulness in 
the ear. This may persist for some time, with fluctu- 
ations in hearing acuity. After various periods this 
may be followed by vertigo, nausea, and vomiting 
after or during a period of noticeable tinnitus and 
depression in hearing. After a period of remission 
there is usually another attack. These attacks are 
periodic and sudden in onset and may increase in 
severity for a time. Eventually hearing becomes 
permanently depressed and the vertiginous attacks 
are less violent. 

It seems to follow that the initial locus of effects 
lies in the cochlea, and we suggest that this disease 
is one primarily involving the pars inferior, i. e., the 
cochlea and saccule. There is, during the course 
of the disease, a continuing increase in endolymph 
content, the reasons for which we have no explana- 
tion. This increase occurs in the cochlea and causes 
Reissner’s membrane to bulge into the scala vestib- 
uli, but, because the basilar membrane is stiffer 
and more firmly anchored, it remains in place. The 
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bulging of Reissner’s membrane will equalize the 
pressures in these early stages, so it is unlikely that 
any hydrodynamic effect changing sound transmis- 
sion properties of the inner ear could occur. 

As the endolymphatic pressure slowly increases 
a break in Reissner’s membrane eventually occurs, 
allowing perilymph to mingle with the endolymph 
in the region of the break. It has been clearly es- 
tablished that the ionic content of endolymph and 
perilymph are different,’ and Von Békésy * has ob- 
served that as he looked at the organ of Corti 
through Reissner’s membrane the cells of this struc- 
ture appeared as clear oil droplets. When Reissner’s 
membrane is broken these cells take on an opaque 
appearance and local electrical effects decrease. 
This contamination of endolymph with perilymph 
could reasonably account for the loss in hearing. 

Since this contamination of endolymph with peri- 
lymph alters the perform: of the sensory cells 
by chemical means rather than by mechanical de- 


Fig. 4.—Repair of Reissner’s membrane seen in guinea pig 
ear at edge of rupture produced by acoustic overstimulation, 
which has caused disappearance of organ of Corti. A, B, 
C, and D show progressive changes proceeding from rup- 
tured area to region of healed membrane. Reprinted from 
Lawrence and Yantis.® 


struction, as in noise overstimulation, it is likely that 
such changes would not show up by our histolog- 
ical methods. 

After the break in Reissner’s membrane the pres- 
sures are equalized and the membrane proceeds to 
repair itself. There is evidence that contamination 
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of endolymph by perilymph does not destroy or 
alter the function of the entire length of the organ 
of Corti and that Reissner’s membrane can repair 
itself. 

In a study of the effects of acoustic overstimula- 
tion on the ears of guinea pigs Lawrence and 
Yantis ° subjected a number of animals to noise 
levels of 136 and 150 db. Two months after this 
treatment the animals were killed by intravital 
perfusion and the temporal bones were removed. 
These were processed, sectioned, and mounted 
serially for histological study. In most instances 
the organ of Corti was destroyed over a large 
area and Reissner’s membrane was invariably rup- 
tured throughout the middle region. The fact that 
this membrane was ruptured would obviously indi- 
cate that perilymph had entered the endolymphatic 
space, and yet, in some regions, especially near 
the base, the organ of Corti appeared normal histo- 
logically and showed a functional capability as 
determined by recording of the cochlear potentials. 

Along the basal and apical margins of the rup- 
ture in Reissner’s membrane there is evidence of 
a repair process. Figure 4 shows the nature of this 
repair. In figure 4A the old bit of the membrane 
can be seen protruding from the limbus. The 
endosteum from a region above the stria has pro- 
liferated, extending into the space between scala 
media and scala vestibuli, to connect with the 
remnant in 4B. As we move away from the region 
of rupture this new membrane thins down and in 
4D appears as a normal Reissner’s membrane, ex- 
cept for the fact that it is now attached well above 


Fig. 5.—Enlargement of area of attachment of Reissner’s 
membrane outlined in figure 1. Membrane apparently has 
not simply stretched into balloon shape but has ruptured and 
reattached itself high up on endosteal wall of scala vestibuli. 


its usual point of attachment at the top of the 
stria vascularis. In fact, one of the characteristics 
of a regenerated Reissner’s membrane seems to be 
that it is attached high up on the wall of what 
was formerly the scala vestibuli. We do not know 
how far Reissner’s membrane will stretch as the 
supply of endolymph is gradually increased, but 
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we can find evidence in the sections under study 
that the membrane. has broken and reattached 
itself. 

Figure 5 is a high-power view of the point of 
attachment of Reissner’s membrane of the section 
of figure 1 which shows that area of enlargement 


Fig. 6.—Scala media, from more apical turn than that 
shown in figure 1, of right cochlea. Enlargement of regions 
indicated by arrows shown in figure 7. 


in outline. As seen in figure 5, this point of the 
membrane appears joined with the endosteum 
both at its upper extremity and by tissue strands 
along its course, much as shown for the guinea pig 


ear in figure 4D. 


A better picture of this is shown in figures 6 
and 7. The scala media in figure 6 shows the usual 
distention. The two areas of interest are indicated 
by arrows. Just above the stria vascularis the re- 
maining end of a broken Reissner’s membrane can 
be seen. A high-power view of this is shown in 
figure 7B. At the other end of the membrane a 
region of attachment can be seen. The membrane, 
having been stretched before rupturing, lies along 
the endosteum and shows regions of attachment. 
A higher-power view of this is shown in figure 7A. 

This breaking and repair of Reissner’s mem- 
brane could account for the tinnitus and fluctu- 
ating deafness. Presumably, hearing would decrease 
when the endolymph is contaminated by perilymph 
and recover to a certain degree as the membrane 
regenerates. 

The source of this excess endolymph is appar- 
ently in the scala media, and whether the excess 
is due to failure of proper drainage or to an ex- 
cessive production one cannot say; it is apparent, 
however, that the second seat of influence for this 
excess fluid will be the saccule. Hallpike and 
Cairns ' pointed out that the walls of the utricle 
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are two to three times as thick as those of the 
saccule, and those of the saccule appear thicker 
than Reissner’s membrane. The increasing endo- 
lymphatic pressure acts on the walls of the mem- 
branous labyrinth like air in a balloon with thin 
spots. These thin spots bulge and break first. 
The initial attacks of vertigo may well be caused 
by the effects of perilymph on the saccule, and 
it may be that this perilymph can enter through 


# 


Fig. 7.—A, enlargeme 

Region of attachment of Reissner’s membrane is shown high 
up on wall of scala media. Membrane has been stretched and 
lies along endosteum attaching at various points. Arrow indi- 
cates region of attachment. B, enlargement of lower-arrow 
area of figure 7. Arrow indicates broken end of Reissner’s 
membrane just above stria vascularis. 


the canalis reuniens from the scala media. With a 
ruptured Reissner’s membrane or after several rup- 
tures of this sort the scala vestibuli is practically 
obliterated and the endolymphatic pressure rup- 
tures the wall of the saccule. We'® have shown 
some evidence for saccular involvement in vestibu- 
lar stimulation, and it is not unreasonable to as- 
sume that the strange pattern of vertigo seen in 
early Méniére’s disease is the result of saccular 
disturbances. 

As the disease progresses, the utricle and semi- 
circular canals may become involved. By this time 
hearing is depressed to an unserviceable level, and 
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the patient’s vestibular systems have become re- 
balanced at such a low functional level that the 
attacks become less severe. 

Treatment by means of destructive labyrinthot- 
omy would seem to approach the lesion from the 
wrong end. Although loss of hearing is a handicap, 
incapacitating vertigo is more traumatic and these 
symptoms are thought of first in seeking relief; but 
since Méniére’s syndrome seems to affect initially 
and primarily the pars inferior it would seem more 
logical to destroy the cochlea, the source of the 
excess endolymph. If this were done early enough, 
before involvement of the pars superior has taken 
place, it might be possible to relieve the patient 
of his symptoms, except for deafness, and leave 
him with two normally functioning vestibular 
labyrinths. 

The ideal solution to the problem of relief of 
symptoms is, of course, to find the cause of and 
to prevent hydrops. Failing this, a destructive 
operation limited to that compartment of the inner 
ear in which the disease originates would seem 
to have merit. 
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CLINICAL INTERPRETATION OF TOTAL SERUM AND “PROSTATIC” ACID 
PHOSPHATASE LEVEL 


Howard B. Simon, M.D. 


Kaare K. Nygaard, M.D., White Plains, N. Y. 


Since the Gutmans' and Barringer and Wood- 
ard* in 1938 independently observed increased 
acid phosphatase levels in the serums of certain 
patients with disseminated prostatic cancer, the 
measurement of the level of this enzyme has been 
intimately associated with the diagnosis of this 
disease. Ensuing reports’ further confirmed this 
observation, with elevation of the acid phosphatase 
level being found in 65 to 85% of patients with 
demonstrable bony metastases. The usefulness of 
the test has been restricted, because normal values 
have been found in a large percentage of cases with 
widespread metastases* and elevated values in 
only a small percentage of patients with early pros- 
tatic carcinoma.” The former observation is be- 
lieved to be due to certain types of prostatic car- 
cinoma which produce too little phosphatase to be 
demonstrated in the serum level. 

Delory and co-workers * in 1951 reported eleva- 
tion of the total acid phosphatase content in such 
diverse clinical entities as prostatic hyperplasia; 
malignancies other than those of the prostate; dis- 
eases of the liver, bile ducts, and kidneys; osteitis 
deformans (Paget's disease); and various other 
miscellaneous disorders. It became _ increasingly 
obvious that for this determination to become 
clinically useful it would be necessary to refine 
it so as to identify acid phosphatase from non- 
prostatic sources. Abul-Fad] and King,° in 1949, 
observed that t-tartrate completely inhibited acid 
phosphatase extracted directly from surgical speci- 
mens of human prostates. Acid phosphatase from 
erythrocytes was not inhibited. The clinical signifi- 
cance of this observation was not emphasized 
until 1953 when Fishman and Lerner’ described 
a method of determining what they called “pros- 
tatic acid phosphatase” by the t-tartrate method, 
the “prostatic” acid phosphatase being that amount 
of the total acid phosphatase which was inhibited by 
L-tartrate. 

Three years later Fishman and co-workers * re- 
ported a study of 91 cases of proved prostatic car- 
cinoma. In this series the prostatic acid phosphatase 
level was elevated in 87% of untreated and in 81% 
of treated patients, as compared to elevation of the 
total acid phosphatase in only 31 and 38% of these 
groups respectively. These workers felt that only 
patients with prostatic carcinoma exhibited per- 
sistently abnormal values and that elevations in 


From the departments of urology and surgery, White Plains Hospital. 


A patient who had done well for 10 years 
after extensive abdominal surgery for malig- 
nant disease of the stomach began to show 
symptoms of metastases, especially to the 
bones. Laboratory studies of the serum re- 
vealed abnormally high levels for alkaline 
phosphatase, total acid phosphatase, and 
specific prostatic acid phosphatase, but post- 
mortem examination of the prostate yielded 
neither gross nor microscopic evidence of 
prostatic carcinoma. Abnormally high phos- 
phatase levels do not suffice for the diag- 
nosis of prostatic carcinoma. 


patients with benign prostatic hyperplasia were 
either transient or indicated an occult carcinoma of 
the prostate. A study by Mathes and co-workers ° 
concluded that “the prostatic acid phosphatase ap- 
pears to be 30 to 40% more sensitive than total 
serum acid phosphatase [level].” Cline and co- 
workers '° reported a study of 1,106 subjects, con- 
cluding that “A male patient with unexplained 
persistent elevation of serum specific prostatic acid 
phosphatase [level] above 0.7 units must be con- 
sidered as possessing prostatic carcinoma until 
proved otherwise. Elevations above 1.3 units have 
been observed only in cancer-bearing subjects in 
this series. No elevations above 1.5 units have been 
observed in [patients with] any other disorder ex- 
cept prostatic carcinoma.” 

We had the opportunity to observe, over the 
course of several months, a patient in whom a per- 
sistently high acid phosphatase level was finally 
proved not to originate from prostatic carcinoma, 
by postmortem examination. For this reason the 
present case is reported. 


Report of a Case 


The patient, a 51-year-old man, was first admittea 
to the White Plains Hospital on Jan. 16, 1949. A 
diagnosis of gastric malignancy was established, 
and on Jan. 18, 1949, a subtotal gastrectomy, 
omentectomy, gastrojejunostomy, and jejunostomy 
were performed by one of us (K. K. N.). Evident 
spread of malignancy at the time of surgery was 
noted in the regional lymph nodes, and three small 
nodules were noted in the liver. Pathological ex- 
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amination confirmed the diagnosis of undifterenti- 
ated, mucin-producing adenocarcinoma of the 
stomach, with secondary involvement of the region- 
al lymph nodes (fig. 1). 


Fig. 1.—Microscopic section of lymph node showing meta- 
static spread of gastric malignancy, with filling of peripheral 
sinus by masses of medium-sized undifferentiated round cells 
having small deeply staining nuclei and cytoplasm that is 
relatively finely vacuolated. Cells are so closely crowded 
together that cell outlines are indistinguishable (x 1,050). 


The patient did surprisingly well during the en- 
suing 10 years. He returned to work and remained 
well, both objectively and subjectively, until April, 
1958. He then developed alternating diarrhea and 
constipation with abdominal cramps, and _ three 
months later he returned, complaining of flatulence 
and left flank pain radiating into the left side of 
the chest in the posterior axillary line. Pain also de- 
veloped in his right shoulder and midthoracic 
spine, poorly relieved by meperidine (Demerol ) 
hydrochloride medication; it became so severe that 
he was unable to lie flat or to walk, and he had 
to sleep in a sitting position. He was readmitted to 
White Plains Hospital on Aug. 4, 1958. 

On admission his vital signs were within normal 
limits. Examination disclosed a 51-year-old man 
who appeared chronically ill and malnourished. He 
complained of intense pain in the right shoulder 
despite recent administration of meperidine. His 
abdomen was somewhat distended, but the exam- 
ination was otherwise unremarkable. Rectal exam- 
ination disclosed a slightly enlarged prostate gland 
of normal consistency. 
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Findings of complete blood count and urinalysis 
were normal. Sedimentation rate was 8 mm. in one 
hour (Wintrobe), electrophoretic pattern for mul- 
tiple myeloma was negative, and serum calcium 
and phosphorus values were within normal limits. 
His alkaline phosphatase level was 22.2 Bodansky 
units and total acid phosphatase level, 8.1 Gutman 
units. A roentgenogram of his chest and right 
scapula disclosed many small rounded areas of 
bone destruction scattered throughout the ribs, 
clavicle, and right scapula, with some suggestion of 
areas of bone destruction in the vertebral bodies. 
There was no evidence of pulmonary disease. 
Roentgenograms of his skull and lumbosacral spine 
disclosed multiple osteolytic lesions of the cranium 
(fig. 2), vertebrae, pelvis, and upper ends of the 
femora. 

An electrophoretic pattern for multiple myeloma 
was again negative, and his urine contained no 
Bence Jones protein. A biopsy specimen of marrow 
from the right scapula contained no tumor cells. 
Repeat serum phosphatase studies again disclosed 
elevation of the alkaline and acid phosphatase lev- 
els (fig. 3). 

Estrogen therapy was instituted on an empirical 
basis, but he continued to require meperidine 
therapy for relief of pain in the right shoulder, 
right hip, and back. X-ray therapy to the lower 
cervical, thoracic, and lumbar vertebrae was insti- 
tuted. By mid-September the serum phosphatase 
level had been determined several times and had 
remained elevated; the total acid phosphatase level 
varied from 4.7 to 8.1 Gutman units and the “pros- 
tatic” acid phosphatase level from 1.8 to 2.3 units. 
Widespread metastatic gastric carcinoma was con- 


Fig. 2._Roentgenogram of skull showing multiple osteo- 
lytic lesions of cranium. 


sidered the most likely diagnosis, but the persist- 
ently elevated “prostatic” acid phosphatase level 
again raised the possibility of prostatic malignancy. 
Digital rectal examination of the prostate, however, 
indicated that it was normal, and the bony lesions 
were osteolytic rather than osteoblastic. 
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Since there was little to offer this patient even 
for palliation, and despite lack of tissue confirma- 
tion, biopsy of the prostate being unwarranted in 
view of the patient’s desperate clinical condition, it 
was decided to perform bilateral orchiectomy and 
treat the patient as having a possible metastatic 
prostatic malignancy. This was done and the re- 
moved testes exhibited senile atrophy. He had 
minimal subjective relief after this for a week or so, 
but severe pain recurred over the right side of the 
clavicle. X-ray treatment over the clavicle was giv- 
en, but the pain continued to be severe locally and 
worsened in other areas generally. Repeat phospha- 
tase studies not only failed to show improvement 
but, on the contrary, the acid phosphatase levels 
rose to 10.7 units total and 4.6 units “prostatic,” 
with the alkaline phosphatase level ascending as 
high as 20.2 Bodansky units. On Oct. 15, 1958, 
cortisone therapy was instituted on the assump- 
tion that orchiectomy, by removing two atrophic 
testes, had failed to eliminate the principal source 
of androgen secretion (the adrenal glands) and 
that “medical adrenalectomy” might be useful. Sur- 
prisingly enough, he did experience definite sub- 
jective improvement, and his acid phosphatase 
levels nine days later were decidedly lower, ap- 
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Fig. 3.—Serum phosphatase levels correlated with therapy. 


proaching normal (fig. 3). However, on Nov. 5, 
1958, he suddenly became paraplegic and severe 
pain recurred. He developed fluid at both lung 
bases, rapidly worsened clinically, and finally died 
four days later. 

Postmortem examination disclosed the following 
findings: (1) carcinoma of stomach (surgical re- 
moval 10 years previously), with secondary in- 
volvement of the lymph nodes, colon, peritoneum, 
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mesentery, ureters, urinary bladder, seminal ves- 
icles, skeleton (generalized), and lungs (fig. 4); 
(2) bronchopneumonia, confluent and _ bilateral, 
due to hemolytic Staphylococcus aureus; and (3) 


Fig. 4.—Microscopic section of bone marrow, showing 
sheets of poorly differentiated epithelial cells replacing mar- 
row, similar to those seen previously in stomach and lymph 
nedes (< 713). 


spinal epidural hematoma, with compression of the 
spinal cord. The prostate gland was semiserially 
sectioned and failed to disclose any evidence of 
malignancy, either primary or secondary, despite 
involvement of the seminal vesicles and peripros- 
tatic tissues. 


Comment 


In spite of our clinical impression, in the pres- 
ent case, of not dealing with a carcinoma of the 
prostate gland, we finally chose, after a few weeks 
of careful observation and deliberation with the 
patient's family, to institute hormonal and surgical 
therapy as currently accepted for carcinoma of the 
prostate with secondary spread. To put it plainly, 
the persistent increase in the total phosphatase 
level as well as the acid “prostatic” fraction seemed 
weighty enough, in the light of present knowledge, 
to warn us not to fail to accept the only possible 
therapeutic hope that could be offered. 

Were we going to treat the patient on the basis 
of laboratory data only? On the surface it might 
seem so. We felt, however, that by completely dis- 
regarding the findings of the increased “prostatic” 
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enzyme level, we thus also would completely disre- 
gard the patient, as no therapeutic avenue of ap- 
proach seemed otherwise open to him. 

A number of reports '’ have indicated elevation 
of the serum “prostatic” acid phosphatase level in a 
variety of conditions other than prostatic carci- 
noma. These include prostatic hyperplasia, infec- 
tion, massage or trauma of the prostate, testosterone 
therapy, nonprostatic malignancy, Gaucher's dis- 
ease, and certain other liver, bone, renal, and mis- 
cellaneous disorders. By histochemical techniques 
for detection of acid phosphatase in tissues '* acid 
phosphatase has been observed in both normal and 
malignant tissue of the spleen, kidney, adrenal, 
breast, bronchus, marrow, liver, skin, bladder, 
esophagus, colon, rectum, and stomach. Changus 
and Dunlap ** found higher levels of acid phospha- 
tase in the gastric washings of patients with gastric 
carcinoma than in washings from normal controls. 
However, prior to the present report, we failed to 
find a recorded instance of elevation of the serum 
acid phosphatase level due to disseminated gastric 
carcinoma. 

The clinical usefulness of serum acid phospha- 
tase determinations, even with the refinement of 
Fishman and Lerner (t-tartrate inhibition),’ is 
rather limited. Clinical management of an individ- 
ual patient will rarely be determined by the acid 
phosphatase level. The level of serum “prostatic” 
acid phosphatase can be misleading when elevated, 
as herein illustrated. Few urologists would subject 
a patient to confirmatory biopsy until other clinical 
signs appeared; an abnormal biochemical test result 
serves principally to raise the index of suspicion 
and encourage closer observation in succeeding 
years. A normal level in the presence of prostatic 
malignancy, particularly localized or early cases, 
has lessened the diagnostic value of the test and 
has not supported the earlier enthusiasm of Fishman 
and associates.* A patient in whom early carcinoma 
is suspected, by the detection of a firm, discrete 
nodule in the prostate by digital rectal examination, 
must submit to tissue biopsy, despite a normal acid 
phosphatase level, in order to confirm or exclude 
malignancy. In such a patient exhibiting an ele- 
vated serum acid phosphatase level it is felt by 
some that the abnormal level indicates dissemina- 
tion of the malignancy and that this precludes 
radical surgery.'** However, usefulness of the de- 
termination in this particular regard is by no means 
uniformly accepted. 

The possible usefulness of serum prostatic acid 
phosphatase determinations in following the clinical 
course of a patient after treatment for prostatic 
carcinoma was considered by Nobles and co-work- 
ers.'"* They found inconstant correlation between 
reactivation of malignancy after an endocrine-in- 
duced remission and elevation of the “prostatic” 
serum acid phosphatase level. The test was a poor 
index of tumor activity. However, they did feel that 
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it might be of value in following the progress of 
patients after radical prostatectomy, slight elevation 
above the usual low level possibly indicating re- 
currence of disease. 


Summary and Conclusions 


Abnormal elevation of total and “prostatic” se- 
rum acid phosphatase levels was associated with 
widespread dissemination of gastric carcinoma and 
the absence of prostatic malignancy in a patient 
previously operated on for the carcinoma. This is 
the first such case to be reported. The patient sur- 
vived 10 years after gastric surgery. We are unable 
to explain the chemical and temporary subjective 
improvement produced by cortisone therapy. 

Serum acid phosphatase determinations, either 
total or “prostatic,” have limited clinical usefulness 
at present, other than lending support to an already 
suspected diagnosis of prostatic malignancy. A 
normal level does not rule out prostatic malignancy, 
and an elevation is not necessarily diagnostic of it. 
It is to be hoped and anticipated that further re- 
finements or modifications may one day render 
this procedure more than an occasionally useful 
determination. 


170 Maple Ave. (Dr. Simon). 
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REBIRTH OF GENERAL PRACTICE 
Samuel A. Garlan, M.D., New York 


I bring you good news: general practice is alive; 
it is growing; it is wonderfully dynamic. In the not 
too distant past this field of medicine was the vic- 
tim of false prophets of doom. In all areas of the 
world there is clear evidence that the demand has 
never been greater or the need more urgent for the 
benefits to mankind that can be provided only by 
the general practitioner. Never before have there 
been such opportunities for service. 

Three years ago our British colleague John Hunt 
entitled his Lloyd Roberts lecture “The Renaissance 
of General Practice.” How apt a title; if ever con- 
temporary man had to find the da Vinci or Galileo 
or even the Erasmus who is now looked on as the 
essence of what the historians call the Renaissance 
man (the man who, adept at many things, shone 
brilliantly in several), then he would in the final 
analysis turn to the general practitioner. 

There is a renaissance in general practice—a 
world-wide movement concerned with the aca- 
demic welfare and the scientific encouragement of 
family doctors on every continent. This movement 
recognizes that modern medicine, to do its greatest 
good, must reach patients promptly in and near 
their homes. 

The destiny of general practice as a branch of 
modern medicine has been the subject of consider- 
able discourse for the past 10 to 15 years. So much 
of this discourse has resulted in such an unflatter- 
ing image of the family doctor that one might 
think we have no reason for being, and have no 
defense. I submit—we need no defense. 

The one unfortunate aspect in this picture is 
that, while the movement is widespread, it is so 
only in those parts of the world where the medical 
profession remains sufficiently free of government 
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In 1940 only one of every 10 medical stu- 
dents planned to enter general practice. 
Medical science has become more complex, 
and in large communities no family doctor 
can possibly be truly general. A considerable 
part of what was once done in a simple way 
by a family doctor must now be carried out 
by a team of experts, preferably under the 
direction of the general practitioner. Current- 
ly more than one-half of the medical schools 
in the United States include family physicians 
on their staffs. Many hospitals have general 
practice departments. Since the establishment 
of the American Academy of General Prac- 
tice the percentage of medical school gradu- 
ates entering general practice has risen from 
30% (1946) to 51%. The signs of rebirth of 
general practice are not limited to the United 
States. The family doctor is once again being 
recognized as an important element in the 
science of medicine. 


domination to permit a continuation of the histori- 
cal doctor-patient relationship on which the suc- 
cessful practice of medicine must depend. 


The General Practitioner Today 


The general practitioner today is truly the family 
doctor. The patient as a whole is his main concern. 
He does not meet only one segment of a patient; he 
meets a total personality. 

Today’s family doctor must stand ready to treat 
most ills of the body and many of the mind and to 
treat each member of any one family continuously, 
from the cradle to the grave if necessary. He must 
have a real understanding of the patient’s total 
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environment. The family doctor offers the family 
continuing responsibilities for health matters, which 
include prevention and treatment of any illness or 
injury affecting the mind or any other part of the 
body. He realizes the importance of specialties in 
the total care of the patient and he refers wisely, 
but he also realizes that without him it would be 
difficult if not impossible for patient and specialist 
to meet. 

Part of the work of the family doctor today has 
little visible connection with either illness or injury. 
He can be called on for premarriage guidance, 
normal obstetrics, infant feeding, mental health 
guidance, management of old age, and undertaker 
negotiations. If the physician is wise enough to 
protect his own health, continuing care for a fam- 
ily may be from generation to generation. The 
most important tool available to the general prac- 
titioner is his professional skill, but his outlook 
must be humanistic rather than materialistic. His 
patient is a human individual rather than a collec- 
tion of systems. Some years ago an anonymous 
writer in the British Lancet put into rather beauti- 
ful prose the quality looked for in every general 
practitioner: 

Probably the one gift a general practitioner must have or 
acquire is being able to put himself in the patient’s place— 
see with his eyes the sordid hopeless scene, hear with his ears 
the cry of the unborn, feel the longing behind the placid face, 
be in the factory where it happened, sense the closing wall 
of circumstance, glimpse the colored toy that is the end of 
all desire, know the slow winding sheet of toxaemia, the hope 
that flickers in old age and death, and the fear that has no 
feared thing. In short, sympathy, a subject not in the 
curriculum. 


This is the mark of the family doctor—compassion 
for a whole person. 

There are still parts of this world where the only 
doctor for hundreds of miles can be only a general 
practitioner, who cannot limit his doctoring or call 
in a handy specialist. We can think of Gordon 
Seagrave in the heart of Burma or Schweitzer in 
Africa or a United States physician on a submarine 
or in the wilds of Montana. 

Medical science has become more complex, how- 
ever, and in large communities no family doctor 
can possibly be truly general. A considerable part 
of what was once done in a simple way by a family 
doctor must now be carried out by a team of 
experts but under the direction of the general 
practitioner. 

The general practitioner of the renaissance is at 
the center of his community working closely with 
a host of people. He must work with his general 
colleagues individually or in a group and with all 
the specialists and consultants in his area. He 
works with the other ancillary services absolutely 
necessary for his own task: secretaries, receptionists, 
the laboratory service, x-ray technicians, public 
health officers, dentists, and the special services for 
particular categories of patients such as the blind, 
the mentally ill, and the aged. 
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The activities of many different people must be 
coordinated and correlated by the general prac- 
titioner to assure that his patient’s needs are met. 
If the patient is to be the recipient of team work, 
then the general practitioner is the quarterback 
and calls the signals. 

Perhaps because the general practitioner is 
known so well by so many people and perhaps 
because he can be seen when he is tired and worn 
out, there are times when his work appears to be 
mundane. Perhaps because there is an aura of 
glamour surrounding the specialist many medical 
students have become convinced that they could 
not be successful unless they specialized. The medi- 
cal schools did little to correct these impressions 
and in many ways encouraged the concept of 
research and specialization to the detriment of 
general medicine. In 1940 only 1 of every 10 medi- 
cal students planned to enter general practice. It 
was not long before specialists outnumbered family 
doctors on many hospital staffs. The general prac- 
titioner soon discovered that he was not permitted 
to engage in many medical and surgical procedures 
for which he was qualified. People began to lose 
confidence in the generalist. I am afraid they began 
to regard him as “a bearded old gentleman with a 
kindly countenance and frayed cuffs.” 

As late as 1947 he was described at a New York 
Academy of Medicine meeting as a doctor who 
could not get (or afford) specialty training. It is sad 
that in more recent years the dean of a prominent 
urban university medical school answered a ques- 
tionnaire with the scrawled notation, “I am unable 
to answer this since I didn’t know that general 
practitioners still existed.” More recently the august 
Yale Journal of Biology and Medicine’ explained 
that general practice was dead, having been killed 
by the new concept of group practice. 


American Academy of General Practice 


There are now 25,000 general practitioners who 
belong to the American Academy of General Prac- 
tice. Not only do they pay annual dues but each 
one must obtain 150 hours of postgraduate training 
every three years to remain a member. Since the 
establishment of the Academy of General Practice 
in 1947, the percentage of United States medical 
school graduates entering general practice has risen 
from 30% of the 1946 graduates to 51% in the last 
year for which figures are available. 

Currently, more than one-half of the medical 
schools in the United States include family phy- 
sicians on their teaching staffs. Last year more than 
204 hospitals offered 802 general practice residency 
positions. This year the academy provided finan- 
cial assistance to 20 young men working toward the 
completion of general practice residencies. 

We see signs that medical schools are planning 
to expand programs designed to better prepare 
students for general practice. Last year some 31 
schools conducted special programs to give actual 
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experience in clinical practice under supervision. 
Included in these special programs were preceptor- 
ships with general practitioners, general medical 
clinics, and family care programs. 

There are clear indications that the concept of 
continuous postgraduate education which was pio- 
neered by the Academy of General Practice will 
become a pattern for the entire profession and may 
take precedence over the concept of examinations 
as a mark of competence. At present there is no 
other medical association requiring an established 
number of postgraduate study hours for continued 
membership. The purpose of the postgraduate 
program is to help members become better family 
doctors. It is not designed to change a general prac- 
titioner into a pseudospecialist or consultant. The 
charter members of the academy were aware of 
the necessity for creating strong incentives to en- 
courage attendance at academy functions, and they 
also recognized that no doctor ever completes his 
medical education. If he is to keep pace with 
progress he must keep studying. Of course this 
involves a loss of time and some sacrifice of income, 
but it is more important than either. 


Postgraduate Services 


It is not always simple for practicing physicians 
to find the time in which to attend formal classes. 
In some parts of the country, particularly in the 
Northwest, there are excellent postgraduate corre- 
spondence courses available, but other dramatic 
measures have been taken that help assure stimu- 
lating, dynamic instruction and the free-for-all of 
typical classroom discussions. 

During the last four years, for instance, the post- 
graduate division of the Albany Medical College 
has been utilizing an entirely new technique for 
presenting postgraduate medical instruction to 
practicing physicians. The method utilizes two-way 
radio, thus making it easy for physicians within a 
150-mile radius of the medical college’s radio sta- 
tion to participate in conferences conducted by the 
medical college faculty and also to enter the dis- 
cussion or ask questions. The doctors meet at their 
own community hospitals and through their ques- 
tions control the discussion of the general subject 
which is being presented. The radio conferences 
are held 24 weeks a year from November through 
April. 

Programs and mimeographed teaching aids are 
distributed in advance of each conference, and the 
subject and participating faculty are indicated. 
Seven or eight hospitals are included each day, 
with the conferences generally being held from 12 
noon to 1 p. m. In a number of the hospitals the 
physician is able to obtain his lunch and participate 
simultaneously in the conference. There are, of 
course, times when a doctor cannot get to the hos- 
pital, and in that event he may listen in his own 
office or home and telephone questions to the hos- 
pital for transmission to the faculty. 
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Other devices and methods are used in other 
parts of the country. In Illinois, the Illinois academy 
has teams traveling throughout the state conduct- 
ing one-day and two-day sessions in various but 
centralized locations. The faculty for these teaching 
teams is drawn from the major medical schools. In 
the state of Kansas somewhat similar teams visit 
towns and hamlets providing courses for family 
doctors. 


Need for Low-Cost Medical Care 


General practitioners, because of their intimate 
relationship with patients and their knowledge of 
patients’ finances are extremely sensitive to the 
need for low-cost medical care. One of the obvious 
dangers to medicine today is that of governmental 
control and regulations. If this comes, it will be 
because we have invited it to come by not provid- 
ing health care that the majority of people can 
afford. 

In an attempt to practice good medicine at a 
price most people can afford, the Group Health 
Insurance Plan in 1955 launched the Family Doc- 
tor Plan, the first free-choice plan to provide 
“service” (paid-in-full) benefits for almost unlimited 
home and office care. This, of course, is in addition 
to the in-hospital services covered by another 
Group Health Insurance Plan. Preventive services 
under the Family Doctor Plan include annual 
physical examinations, well-baby care, and immu- 
nizations. The plan is built around the services of 
the general practitioner and aims to strengthen the 
patient's relationship with his family doctor by 
removing the financial barrier that too often comes 
between them. More than 5,000 general practition- 
ers in the metropolitan New York area are now 
participating in the plan, and there are some 250,- 
000 subscribers. 


New Role of the General Practitioner 


Many United States hospitals have general prac- 
tice departments. These are generally established 
as administrative departments, and a_ physician 
from this department sits on the medical board. 
Practitioners in these departments are rated by the 
medical board, and thus we find general practition- 
ers being tested by their peers. This is one answer 
to those hospitals who claim that their constitutions 
do not permit general practitioners to sit on the 
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The Academy of General Practice, recognizing 
the growing interest in the establishment of gen- 
eral practice departments, has published a book 
containing suggestions and guideposts for the use 
of hospitals and hospital boards. 

Today almost every large state in the United 
States has a general practice section in its medical 
organization, and each has a delegate at large who 
sits in the state House of Delegates. Thus we find 
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that general practice is closely integrated in the 
organizational sections of the state medical so- 
cieties as well as in the A. M. A. 

The signs of rebirth in general practice are not 
limited to the United States. In 1952 the College 
of General Practice was founded in England. Al- 
though coming shortly after the founding of the 
academy here, the founding of the English college 
was entirely independent of the American academy 
and was the result of an entirely spontaneous 
movement among groups of general practitioners 
there. 

Within three weeks of its founding it had 1,200 
members, and the membership is now well over 
6,000. The college has developed 35 regional facul- 
ties, 13 of them overseas in Eire, Australia, New 
Zealand, Africa, and other areas. 

Five years ago the Canadian College of General 
Practice was founded, primarily as an educational 
body concerned with the continuing postgraduate 
education of general practitioners. Its basic objec- 
tive is to keep the general physician abreast of 
modern medicine, and all activities are directly to 
benefit all general physicians whether they are 
members of the college or not. More than a fifth of 
Canada’s family doctors are members. Membership 
there is dependent on the acquisition of 100 hours 
of postgraduate credit every two years. 

The largest group in the Pan American Medical 
Association is the Section of General Practice, and 
this section will have the major part of the Pan 
American Congress in the spring of 1960. 

A large percentage of the doctors in Latin Amer- 
ica are general practitioners, regardless of their 
previous training or personal inclinations. In an 
area where there are 2 physicians for every 10,000 
people (compared to 13.5 per 10,000 in the United 
States), a man has very little choice but to practice 
general medicine. The medical director of a large 
oil company in the area told me that in its early 
years in the South American countries the company 
would send various specialists to work with drilling 
and pipeline crews. In very short order these men 
were practicing every type of medicine possible, 
and their patients were traveling hundreds of miles 
to see them. Now that company employs mainly 
general practitioners so that they will be qualified 
to handle whatever medical condition arises. 

I observed on a recent visit to North Africa that 
in the city of Tangiers essentially all physicians are 
general practitioners. There is a shortage of doc- 
tors, and a man is required to practice general 
medicine if he is going to serve that city. 

On Dec. 29, 1955, for the first time in the history 
of the Netherlands community of physicians, a 
group of general practitioners from all parts of that 
country met in order to exchange views on the 
practice of their specific science. On that day it was 
decided to establish the Netherlands Association of 
General Practice. The Netherlands association is 
concerned with the training and postgraduate edu- 
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cation of the family doctor. Within months of its 
founding over 14% of the general practitioners in 
the Netherlands were enrolled. 

The publications of the American Academy of 
General Practice and the various colleges of gen- 
eral practice are among the best to be found. The 
American academy’s GP, an outstanding medical 
publication, is designed for the family doctor. The 
Research Newsletter of the English College is an 
invaluable aid to all family doctors. 

The family doctor is once again being recognized 
as the most important element in the science of 
medicine. There are temporary handicaps, particu- 
larly in the larger cities where family doctors may 
find it exceedingly difficult to practice in the larger 
hospitals. People want and need more than a cool 
appraisal of a segment of their bodies; they want a 
friend and confidant. Patients are not inanimate 
objects passing before our eyes on some sort of 
assembly line; they have fears and desires, likes 
and dislikes, even as you and I. Despite the uni- 
versal rebirth of the family doctor, there is a grave 
challenge before us. 


Need for the General Practitioner 


American and European medical schools have a 
serious responsibility to encourage and train gen- 
eral practitioners. The specialists are, by and large, 
located in the countries with the highest standards 
of living and then usually only in the most popu- 
lated cities. Many areas in this world—yes, even in 
the United States—are in need of doctors—now. 
They need doctors who can serve families easily 
and economically. 

Some weeks ago Dr. Milton Eisenhower stated 
that the most effective means of proving to the 
world that democracy is a dynamic force is by 
generating a movement to improve the health of 
people in underdeveloped sections of the world. 
If our medical schools continue to emphasize medi- 
cal research and specialization to the detriment of 
general medicine, how do we fill the desperate 
world-wide need for basic medical care? 

Our rebirth must continue; it must be nurtured 
with care, efficiency, and strong scholastic support. 
Our only desire is to minister to those who need 
us. Whatever future form medicine takes in its 
efforts to serve the public, be it in group practice, 
clinics, or health plans, the general practitioner will 
remain as the quarterback of the team. He is the 
man equipped to minister to 85% of human ail- 
ments; he is the man who will continue to have 
direct contact with a patient’s home and family; 
and he is the man who is in the position to co- 
ordinate the many services now working for the 
well-being of human beings. 


101 Central Park, West (23). 
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STERCORACEOUS ULCERS OF THE COLON 
RELATIVELY NEGLECTED MEDICAL AND SURGICAL PROBLEM 
Henry T. Grinvalsky, M.D. 


Charles I. Bowerman, M.D., Chicago 


Ulcerations of the mucosa of the colon and rectum 
secondary to pressure effects of inspissated or im- 
pacted fecal content have long been recognized. The 
term stercoraceous (or stercoral) ulcer has been 
most commonly applied to this lesion, which under 
certain circumstances may progress to perforation of 
the intestinal wall. Relatively little attention has 
been given in the literature to this pathological 
entity of importance to both the surgeon and the 
internist. Data on 10 cases of stercoraceous ulcera- 
tion of the large intestine have been collected from 
our files and form the basis of this study. Four of 
these cases terminated in perforation of the intesti- 
nal wall with the production of a fecal peritonitis. 
In the others the findings were incidental at the 
time of autopsy. In none of our cases was there an 
association with intrinsic or extrinsic obstructive 
lesions of the intestinal wall. The clinicopathologic- 
al features as well as the pathological anatomy of 
patients in our series are presented. 


Review of the Literature 


There is a striking paucity of literature pertinent 
to the problem of stercoraceous ulceration. Only a 
few reports ' have been found in which perforations 
secondary to stercoraceous ulceration unassociated 
with obstructive lesions are clearly indicated. Brief 
discussions are given in some textbooks of general 
and surgical pathology with emphasis on the role of 
obstruction. MacCallum,’ for example, in his dis- 
cussion of stenosis and stricture of the intestinal 
tract, stated that “above the stricture the mucosa of 
the distended intestine often presents extensive 
ulcerations which are thought to be due partly to its 
disturbed nutrition, partly to the stagnation of 
masses of infected fecal material in contact with it 
(stercoraceous ulceration).” A similar presentation 
is offered by Boyd * who says that “so-called sterco- 
ral ulcers of the mucous membrance develop in the 
segment above the obstruction, owing to the irrita- 
tion of the hard scybalous masses that collect 
there.” Although an illustrative gross photograph 
accompanies his brief discussion, it is of interest 
that no references are given and his observations 
appear to be firsthand in nature. 

A view not limited to the association with ob- 
structive lesions of the intestine is that of Robbins," 
who states that “impacted inspissated feces may 
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Stevens Point, Wis., and Dr. Bowerman is now at St. Joseph’s Hos- 
pital, Marshfield, Wis. 


Stercoraceous ulcers are lesions in the 
mucous membrane of the colon and rectum 
caused by pressure of inspissated or im- 

~ pacted fecal masses. This complication of 
constipation and malnutrition is limited to 
elderly or bed-confined patients. Penetration 
of the intestinal wall can occur, with subse- 
quent peritonitis. Stercoraceous ulcers were 
diligently searched for during 175 nonselect- 
ed autopsy examinations, because the condi- 
tion has been so infrequently diagnosed 
either prior to or after autopsy. This search 
disclosed that such ulcers had occurred in 10 
patients. Perforation with secondary perito- 
nitis was the cause of death in four. Consti- 
pation had been a difficulty in six of the 
patients, and two others had had rectal 
bleeding. Gross microscopic morbid anatomy 
of the ulcer is characteristic enough to allow 
diagnosis, even though the fecal mass may 
not be found at autopsy. 


produce trauma to the intestinal mucosa with the 
production of so-called ‘stercoral ulcers.’ These are 
most common in elderly patients in the terminal 
rectum where the pressure of surrounding struc- 
tures does not permit adequate distention.” No ref- 
erences are given. Standard textbooks on surgery 
either make no mention of stercoraceous ulcera- 
tion ® or give classifications indicating the presence 
of such lesions without employing a specific diag- 
nostic term as in Homan’s * “Textbook of Surgery” 
where it is stated that “proctitis or inflammation of 
the rectal mucous membrane, as well as its under- 
lying wall, may be simple or ulcerative. Simple 
forms are... mechanical, the result of the irritation 
of foreign bodies or hard feces ....” A quite similar 
treatment without elaboration is given by Sige- 
mund.’ 

Sporadic cases of unusual forms or locations of 
stercoraceous ulceration have been reported by 
Blotner,'* who presented a case of localized necro- 
sis of the cecum produced by a fecalith trapped in 
a cecal haustration, and by Pollack,* who presented 
a case in which there was involvement of the ter- 
minal ileum secondary to a carcinoid of the ileum. 


and 
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Material and Methods 


In routine autopsy studies over a period of 12 
months, care was exercised to make a critical evalu- 
ation of the rectum and rectal ampulla. In this 
period eight cases of stercoraceous ulceration were 
observed, five of which were found to be directly 
associated with hard fecal masses in the regions of 
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for or contribute to these ulcerations. Examination 
of the autopsy protocols of Mount Sinai Hospital 
for a period of four years prior to this study re- 
vealed an additional two cases which had been 
recorded only because of their dramatic clinical 
manifestations. Sections from the ulcerated zones 
and adjacent intestinal wall were studied initially 


Data on Ten Cases of Stercoraceous Ulcers of the Large Intestine 


Case Age, Principal 
No. Sex Yr. Pathological Diagnoses Clinical Data 

1 F 74 Stercoraceous ulcers of the Admitted in shock; died 4 hr. 
rectosigmoid, with perfo- later; vomiting 4 days before 
ration and purulent peri- admission; bedridden 2 yr. 
tonitis: arteriosclerotic 
heart disease and diabetic 
glomerulosclerosis 

2 M 76 Stercoraceous ulcers of the Admitted with urinary reten- 
transverse colon, with per- tion; prostatectomy followed 
foration and purulent by obstruction of small intes- 
peritonitis: arterioscler- tine; lysis of adhesions; 
otic heart disease: early wound dehiscence 5th pos 
Laennec’s cirrhosis operative day: persistent ie. 

tention with poor healing 

3 M 66 Sterecoraceous ulcer of the Admitted in coma of 2 days’ 
rectosigmoid, with perfo- duration; history of paresis 
ration and purulent peri- on right; progressive deteri- 
tonitis: arteriosclerotic oration; died 30th hospital 
heart disease; metastatic 
earcinoma of brain, pri- 
mary undetermined 

4 F 69 Stercoraceous ulcers of the Admitted for vomiting: fecal 
rectosigmoid, with perfo impaction found: coma and 
ration and purulent peri shock developed with abdom- 
tonitis: multiple stereora- inal rigidity and distention: 
ceous ulcers of reetum death 14 hr. after admission 

5 M 72 Stercoraceous ulcers of rec- Admitted in severe congestive 
tosigmoid; healed poster- failure: stool incontinence 
oseptal myocardial in- and dark red rectal bleeding 
faretion: lobar pneumonia on 16th hospital day; recur- 
on right rence on 22nd and 23rd days 

= large red clots per rec- 

6 M 65 Stercoraceous ulcers of rec- Admitted for electroshock ther- 
tosigmoid; pulmonary apy for depression; several 
emboli with infarcts; episodes of feeal impaction 
mural thrombus; right prior to treatment: pulmo- 
auricular appendage nary infarets during treat- 

ment; anticoagulants given; 
markedly prolonged pro- 
thrombin time 

? F 42 Stercoraceous uleer of rec- Previous admissions for rheu- 
tum; rheumatic heart matic heart disease and con- 
disease with mitral ste- gestive failure; final admis- 
nosis; cerebral infarcts sion for cerebrovascular acci- 

dent with paresis; died 7th 
hospital day 

8 M 83 Stercoraceous ulcer of rec- Admitted for bloody diarrhea 
tum; gangrenous chole- of 2 weeks’ duration; semi- 
‘ystitis with peritonitis: comatose and dehydrated: 
penetrating gastric uleer signs of acute abdomen on 

9th day; died 13th day 

9 M 76 Stercoraceous ulcers of ree- Known cardiac disease; ad- 
tum: bronchiectasis ag mit in congestive failure: 
bronchopneumonia: cor refractory to treatment; died 
pulmonale on 17th hospital day 

10 F 62 Stercoraceous ulcers of Diabetes and congestive tailure; 


colon and rectum: arterio- 
sclerotic heart disease 
with old infaret: diabetic 
glomerulosclerosis 


admitted with vomiting and 
blurring of vision; developed 
diarrhea: progressive deteri- 
oration with terminal azo- 

a 


Gross Findings 
Hard fecal impactions in rectosigmoid; 
paper-thin wall with multiple punched- 
out closely spaced ulcers; small per- 
forations in several ulcers; fecal mate- 
rial and pus in peritoneal cavity 


ro impaction from cecum to trans- 
se colon; small ulcers in cecum, 2 
with. pinpoint perforations; ulcers. of 
transverse colon with a 1-cm. perfora- 
tion in midportion: pus and fecal mate- 
rial in peritoneal cavity 


7-em. geographical ulceration of recto- 
sigmoid 16 em. from anus: margins of 
uleer conformed to contour of large 
hard fecal mass; 0.5-em. perforation 
with purulent exudate on serosa 


3 geographical ulcerations in rectosig- 
moids: largest 7 em. in diameter with 
3-em. perforation in central portion: 
lowermost ulceration in rectal ampulla: 
outline of all conformed to contour of 
fecal masses; pus and fecal material in 
peritoneal cavity 

2 geographical ulcers 
largest 11 em. in diameter: 3rd ulcer in 
rectal ampulla; no vascular ab- 
normality 


2 geographical ulcers in rectum adjacent 
to ampulla: largest 6 em. in diameter; 
250-ee. of gelatinous blood clot and 
softened fecal material in rectosigmoid 


5-em. geographical ulcer in rectal ampulla 
adjacent to anorectal junction: outline 
conformed to contour of hard fecal 


6.5 em. geographieal ulcer in rectum; base 
covered with yellowish green, dry mem 
brane; major blood vessels in area free 
of thrombi or significant sclerosis, 
grossly 


Marked hyperemia of reetal mucosa; 2 
geographical ulcerations up to 2.5 em. 
in diameter, confined to reetum 


3 large geographical uleers present; one 
each in cecum, transverse colon, and 
greater part of rectum: mucosa of re- 
maining colon not altered 


Comment 
Diabetes mellitus, 7 yr. 


Constipation through- 
out hospital stay: 
no response to ther- 
apy 


No stools recorded in 
hospital chart for 5 
days 


Diabetes mellitus of 
several years dura- 
tion 


Rectosigmoid ulcer- 
ations only lesions 
to account for dark 
red bleeding per rec- 
— no esophageal 
ra 


Presence of stercora- 
ceous uleer with irri- 
tation of ampulla 
probably accounts 
for episodes of fecal 
incontinence 


Record of only one 
stool in 7 days 


Fecal incontinence 
during hospitaliza- 
tion accompanied by 

assage of dark red 
lood clots and 
bright red blood 

Initially constipated 
for 15 days; only 2 
spontaneous stools 
record 
developed terminal 
fecal incontinence 


Diabetes mellitus 


ulceration. In the three remaining cases there were 
ulcerations not associated with the presence of hard 
fecal masses but which had gross characteristics 
indistinguishable from those of the first group. The 
blood supply to the rectosigmoid and rectal ampulla 
was studied in each case in order to determine if 
vascular disease was present which could account 


with the usual hematoxylin-eosin preparations, and 
special stains for micro-organisms were utilized as 
indicated. 
Clinical Data 
In the period from June, 1956, through June, 
1957, 175 autopsies were performed on adults. Of 
these, eight showed the presence of one or more 
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stercoraceous ulcerations, giving an over-all inci- 
dence of 4.6%. The average age was 68.6 years with 
a range from 42 to 83 years. There were 6 males 
and 4 females in the total group of 10 patients. In 
six cases constipation was recorded in the clinical 
records. In three cases constipation had not been 
recorded, but diarrhea associated with bright red 
rectal bleeding was present in two of these. In only 
one case was neither constipation nor diarrhea 
recorded; however, the patient was admitted in 
shock and died in four hours without an adequately 
taken history. Of the total of six cases in which 
constipation was recorded, it is of interest that in 
two there were also episodes of rectal bleeding. Of 
the total 10 patients studied, 6 developed complica- 
tions. In four (cases 1 through 4) there was pro- 
gression to either single or multiple perforations at 
the site of ulceration with fecal peritonitis. Two 
(cases 5 and 6) developed marked rectal hemor- 
rhage which dominated the clinical picture and 
overshadowed the initial admission complaints (see 


table). 


Fig. 1.—Numerous sharply marginated superficial or deep 
ulcerations of terminal rectum separated by intact rectal 
mucosa. Varied shapes of ulcers coincide with surface con- 
tour of impacted fecal masses. 


Gross Observations.—In 8 of 10 patients the ulcer- 
ations were limited to the area of the rectosigmoid 
(fig. 1 and 2). Three of these patients had single 
ulcers. Five had two or more ulcers, often closely 
approximated. In the two remaining patients, mul- 
tiple ulcers had a more widespread distribution. In 
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one they were localized to the ascending colon with 
perforations in both the cecum and the transverse 
colon. In the other, multiple ulcers were found in 
the cecum, transverse colon, and rectosigmoid. The 
ulcers ranged in size from 2.5 to 10.7 cm. in greatest 
diameter. They were characterized by irregular 
geographical outlines which conformed to the sur- 
face contours of fecal masses when present. There 
was sharp demarcation between the margins of 


Fig. 2.—Large circumferential irregular ulcer of recto- 
sigmoid showing exposed transverse bundles of the mus- 
cularis. 


ulceration and the adjacent mucosa. The surfaces of 
the ulcerated zones generally had some degree of 
dark purplish discoloration frequently with patches 
that were greenish-gray or yellowish-gray. 

A consistent finding was the depression of the 
ulcerated surface below the mucosal base line with 
varying degrees of stretching and thinning of the 
involved intestinal segment. Perforation occurred 
generally in the central portions of the ulcerations 
where thinning of the wall was maximum. When 
ulceration was extensive, it was not uncommon to 
be able to identify the fibers of the underlying ex- 
posed muscularis. In the earliest stages of sterco- 
raceous ulceration, an “ironed-out” appearance of 
the mucosa with various degrees of pallor was con- 
spicuous. However, with the advent of excoriation 
various degrees of purplish discoloration appeared. 
The major blood vessels, even in the presence of 
extensive ulceration, failed to show significant 
sclerosis or thromboses. 

Microscopic Observations.—Sections through the 
zones of ulceration revealed that the mucosal aspect 
of the intestinal wall was denuded with loss of 
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substance to varying depths (fig. 3, 4, 5, and 6). ‘ 


The surface was generally characterized by a lamel- 
la of ischemic necrosis revealing a loss of staining 
affinity but also presenting a paucity of inflamma- 
tory elements. In some foci fragments of inspissated 
granular basophilic fecal material abutted on the 
surface. Numerous plump bacteria of the bacillary 
or coccoid type were present among the necrotic 
surface tissues, giving the surface lamella a pale 


Fig. 3.—Sharp junction between rectal musoca and ul- 
cerated zone. Ulcer base and adjacent wall of rectum show 
negligible cellular reaction. Hematoxylin-eosin stain (x 20). 


bluish cast in some regions of the hematoxylin and 
eosin preparations. No large or clustered colonies 
were seen however. The tissues immediately ad- 
jacent exhibited pressure condensation, and vascular 
channels were either compressed or distended and 
contained bland thrombi. 

A mild inflammatory reaction was present, con- 
sisting principally of macrophages with a sprinkling 
of polymorphonuclear leukocytes. In zones where 
necrosis had extended to the tunica adventitia, an 
intense inflammatory reaction and frank focal fat 
necrosis or suppuration had occurred. It was not 
uncommon to find small masses of deeply basophilic 
granular fecal material, including vegetable fibers, 
in scattered zones when the penetration of the in- 
testinal wall had reached this depth. The character 
of the cellular response was variable but consisted 
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predominantly of macrophages with conspicuous 
lipophagic transformation. Lymphocytes were seen 
focally in appreciable numbers. Small vessels con- 
taining bland thrombi were not uncommon in the 
adventitial fat. When perforation was present, 
frankly suppurative peritonitis developed. 

When the rectal wall had been exposed to a 
lesser pressure effect, the mucosa was only superfi- 
cially denuded and the lamina propria mucosae 
and submucosa had been considerably compressed. 
It was not uncommon to see glandular elements 
abutting on the muscularis. The inflammatory re- 
action was more striking and extended into the 
muscularis but remained basically of a subacute 
nature, with not more than 25% polymorphonu- 
clear leukocytes. The remaining elements were 
plasma cells, eosinophils, lymphocytes, and macro- 
phages. Bacterial invasion of the mucosa and sub- 
jacent issue was not seen, and a surface zone of 
necrosis was absent. 


Aa, 
>>. 


“ae 
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face lamella and scant inflammatory response except in 
perirectal fat. Hematoxylin-eosin stain (x 25). 


Comment 


It is evident from the material presented that we 
have made the diagnosis of stercoraceous ulcera- 
tion at autopsy even in the absence of inspissated 
hard fecal masses distending the intestinal lumen. 
In five cases the ulcerations conformed to the con- 
tour of hard fecal masses distending the involved 


» 
ty 
4 
Fig. 4.—Penetrating ulcer of rectum showing necrotic sur- 
@ 


Vol. 171, No. 14 


intestinal segment. This included the four cases in 
which perforation had occurred. In three additional 
cases hard impacted stool was not present, but the 
ulcers in both gross and microscopic characteristics 
were indistinguishable from those in which hard 
impacted fecal material had been present. In these 
three instances the clinical course was one of con- 
stipation followed by a terminal episode of bloody 
diarrhea. We believe this was instrumental in 
softening and passing the impacted stool. In one 
of the remaining cases (number 9) constipation 
was a dominant feature requiring repeated enemas. 
In this case there was development of terminal 
fecal incontinence. The two ulcers found in this 
case were restricted to the rectum and were indis- 
tinguishable from the group as a whole. In the 
last case (number 10), although no mention of 
constipation was present in the clinical records, the 
patient had been hospitalized for congestive heart 
failure and had the onset of profuse diarrhea six 


Fig. 5.—Bland fibrin thrombi and scant cellular reaction 
in submucosa of rectum bordering stercoraceous ulcer. 
Hematoxylin-eosin stain (x 40). 


days after admission. The ulcerations of the cecum, 
tranverse colon, and rectum were in every way 
typical of the group. 

A review of the literature reveals only a few re- 
ports concerning the effects of impacted fecal 
material on the colon. These were reported princi- 
pally because of massive fecal impaction or, as in 
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the case reported by O'Reilly,’ because of second- 
ary perforation. Various reports '° have emphasized 
the association of large intestinal perforations with 
primary obstructive lesions or diverticulitis. No re- 
ports have been found giving an indication as to 
what may be the actual frequency of stercoraceous 
ulcers found at autopsy. There may be several 
possible reasons for the failure to recognize stercora- 
ceous ulcers at their true incidence. It is not an un- 


% 


Fig. 6.—Moderate mononuclear cell reaction seen in sub- 
mucosa beneath base of some stercoraceous ulcers. Hema- 
toxylin-eosin stain (x 215). 


common practice to cut the terminal region of the 
colon at a relatively high level, leaving a substantial 
segment of the rectosigmoid in the body unexam- 
ined. A further common practice is to delegate the 
opening and, on occasion, even the inspection of the 
intestine to a morgue attendant or untrained ob- 
server. Andrews “ states that “impactions of the 
rectum and colon occur more frequently than the 
literature suggests. Their diagnosis and treatment 
are usually passed over lightly. The complications 
and morbidity associated seldom are diagnosed as 
such and are even more rarely reported.” 

It appears that stercoraceous ulceration does not 
commonly occur in the presence of normal bowel 
function. In all but one of our cases abnormal 
bowel function was manifested clinically, and in 
the remaining case the patient was admitted in 
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terminal shock without an adequately taken history. 
All cases occurred in association with illnesses in 
which bowel dysfunction, principally constipation, 
not uncommonly presents a clinical problem, e. g., 
congestive heart failure or cerebrovascular acci- 
dents. Apparently paradoxical signs and symptoms 
such as diarrhea and a continuous desire to defe- 
cate, which may be misinterpreted as diarrhea, may 
occur in association with fecal impaction. 

This has been recognized by Andrews '* who 
states that “with rectal impactions there may be 
frequent stools and a continuous desire to defecate. 
This often is interpreted as diarrhea and the true 
condition not suspected. The occurrence of bright 
red rectal bleeding and the passage of blood clots 
should arouse some suspicions as to the possible 
presence of stercoral ulceration(s).” In our case 5 
there was rectal bleeding which was diagnosed 
and treated as esophageal varices. Case 6 presents 
a special problem in that anticoagulant therapy had 
been administered because of multiple pulmonary 
infarcts. At one time this patient’s clotting activity 
had been less than 10% of normal. This certainly 
would not constitute a contraindication to the use 
of anticoagulant therapy but should alert the clini- 
cian to a possible source of rectal bleeding in pa- 
tients under such therapy. 


Summary 


Ten cases of stercoraceous ulceration were seen 
at autopsy. None was associated with either intrin- 
sic or extrinsic obstructive intestinal wall lesions. 
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The cases fall into three main categories: four with 
rupture and peritonitis, two associated with rectal 
hemorrhage, and four as incidental findings at au- 
topsy, with signs and symptoms of abnormal bowel 
function. There are distinctive gross and micro- 
scopic characteristics of the lesion. 

313 N. Fremont St., Stevens Point, Wis. (Dr. Grinvalsky). 
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Certain problems of estimating dysfunction in the geriatric patient are com- 


P SYCHOLOGY AND AUDIOLOGY IN GERIATRIC REHABILITATION.— 


mon to clinical audiology and psychology in that both disciplines must deal 
with sensation, perception, and cognition in relation to language and communication. 
Both audiologist and psychologist are concerned with (1) problems of testing, (2) 
relating test results to life situations, and (3) personality influences on test results. 
. . . By means of special and standardized tests, he [the patient] is presented with 
a variety of selected stimuli designed to elicit information on the sensory input in 
regard to sensation and comprehension and perception and cognition. Test items are 
presented, and, from his responses, inferences are made as to what is and what is not 
a sensory experience for him. These procedures have proved to be adequate for 
evaluating the average younger person. However, for many geriatric patients, they 
have not led to reliable or valid results. This should not be surprising, since the 
tests have not been standardized for these patients. How can the clinical audiologist 
and psychologist improve testing techniques for the geriatric patient? . . . 


Personality factors . . 


relate the personality trends of the geriatric patient to the treatment. . 


. influence test results. The psychologist is expected to 


. . The 


audiologist is also confronted with personality characteristics which have a direct 
bearing on test results. In addition to reporting the audiologic results of the hear- 
ing examination, the audiologist should not hesitate to include a statement on the 
behavioral characteristics of the patient and how they affected the test results. 
For example, it would be useful to know that a particular patient is an impulsive 
individual who is quick to respond at the slightest hint that he has “heard” the 
stimulus.—I. Belmont, Ph.D., Common Problems of Clinical Psychology and Audi- 
ology in Geriatric Rehabilitation, Geriatrics, August, 1959. 
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PSYCHOPHYSIOLOGICAL APPROACH TO MANAGEMENT OF PATIENTS 
WITH CONGESTIVE HEART FAILURE 


Charles R. Vernon, M.D., Dan A. Martin, M.D. 


and 


Kerr L. White, M.D., Chapel Hill, N. C. 


The syndrome of congestive heart failure is a 
disturbance not only of the cardiovascular system 
but of the total organism, and the clinical picture 
is often a consequence of altered function in various 
systems, e. g., pulmonary, hepatic, or renal. In addi- 
tion, there is evidence that the central nervous 
system, particularly the hypothalamus and the 
pituitary-adrenal complex, is involved in the de- 
velopment and perpetuation of congestive heart 
failure.’ 

Whatever the precise sequence of pathological 
events, the fundamental derangement in congestive 
heart failure is the inability of the heart to do the 
work required of it. Failure occurs when cumulative 
forces overcome the cardiovascular regulatory 
mechanisms and deplete the cardiac reserve. 
Therapy is focused on improvement of cardiac 
function by increasing the cardiovascular reserve 
and reducing the work demands on the heart. 

The present discussion is concerned primarily 
with psychological and interpersonal factors which 
appear to affect or be affected by congestive heart 
failure or play a role in the sequence of events lead- 
ing to its development, exacerbation, or perpetua- 
tion. The application of this view to the clinical 
situation may be important. 


Review of the Literature 


Textbooks recommend cultivation of “peace of 
mind” and “mental repose” in the management of 
the patient with congestive heart failure. Until re- 
cently there were few physiological or psychological 
data, of other than impressionistic nature, to support 
such recommendations. A substantial body of data 
has accumulated in recent years regarding the psy- 
chophysiology of the circulation, and psychological 
changes or emotional reactions have been correlated 
with cardiovascular changes, as measured by pulse 
rate, rhythm, stroke volume, cardiac output, 
peripheral resistance, and arterial pressure.” It has 
been observed that subjects with both normal and 
abnormal hearts recover from exercise less efficient- 
ly during states of emotional tension.’ In addition, 
recent studies indicate that emotional factors may 
affect both peripheral and central venous pres- 
sures." 

Humoral mechanisms in cardiovascular function 
and in emotional states have also been studied. 
Epinephrine and arterenol are accepted as impor- 


From the departments of psychiatry, medicine, and preventive medi- 
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To facilitate an appreciation of the psy- 
chosomatic implications of congestive heart 
failure, the emotional problems of 30 patients 
being treated for cardiac decompensation 
were defined. Emotional difficulties of a 
chronic nature were found to be an integral 
part of daily living in 26. Cardiac decompen- 
sation because the patient fails to take digi- 
talis which failure, in turn, is the result of his 
emotional problem is an example of indirect 
relationship between the mental and organic 
maladies. This was present in 14 patients. In 
19 an acute emotional stress such as the 
death of a beloved relative had a more di- 
rect influence, through as yet only partially 
understood neurohumoral mechanisms, in 
prolonging or precipitating an episode of 
congestive failure. The practical implication 
of these psychosomatic relationships is indi- 
cated by the known facts that heart function, 
venous pressure, and arterial pressure are all 
affected by emotional stress or by hormones 
released at the time of stress. 


tant endogenous chemical substances which are 
physiologically involved in emotional responses. 
Their effects on venous circulation are described 
by Eckstein and Hamilton® and Guyton and co- 
workers ° and are pertinent to the over-all under- 
standing of cardiovascular decompensation. Aldo- 
sterone, which has been shown to increase in states 
of anxiety,’ has been studied in relation to its role 
in the development of edema in heart failure.' 
Antidiuretic activity is also increased by emotional 
or noxious stimuli* and may play a role in the 
clinical picture, especially late in the disease 
process.’ 

The studies mentioned above suggest some of 
the mechanisms by which emotional states, through 
neurohumoral pathways, may influence cardiovas- 
cular function. A consideration of these influences 
on the patient with congestive heart failure, there- 
fore, may be of practical significance in the manage- 
ment of this condition. 

Clinical studies of the relative significance of 
various precipitating factors in congestive heart fail- 
ure are limited. Sodeman and Burch ° examined 100 
consecutive patients from whom they obtained de- 
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tailed information about 104 episodes of congestive 
failure. In 55 of these episodes precipitating factors 
could be identified, and in 40 of the 55 compensa- 
tion was effected rapidly. In 47 patients no pre- 
cipitating factors were demonstrated, and 46 of 
these were considered to have a poor prognosis be- 
cause decompensation persisted. “Psychic trauma” 
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the patients in both of these series there were no 
apparent explanations for the occurrence of con- 
gestive failure at the particular time it appeared. 
Many patients had an unexplained, insidious onset 
of congestive heart failure. In both series apparent- 
ly no explicit search was made for possible emo- 
tional factors influencing the onset or course of 


Synopses of Thirty Cases of Congestive Heart Failure (CHF) 


Case No. 


to 


Patient Data* 
58, C, M, hypertensive and 
arterioseclerotie heart disease 
and obesity, class 


50, C, M, arteriosclerotic heart 
disease, class 3 


Emotional Influences 


Acute Indirect 

Dependency of illness unacceptable 
— (blow to self esteem) denial 
of illness ~ inadequate diet, 
rest, and medication — perpetu- 
ation of CHF 

Loss of er, to work — felt 
helpless and restless — denial of 
illness > work 
perpetuation of CHF 


Acute Direct 
Probable: (a) loss of brother ~ 
exacerbation; (b) loss of cousin 
with heart disease > 
exacerbation of CHF 


Undetermined 


Chronie 
Daughter's chronic illness, wife's 
poor health 


Financial crisis, daughter's 
marital trouble, wife’s poor 
health 


3 M, congenital heart disease Undetermined Probable: illness and death of Overprotection by mother, 
"lis entricular septal defect), aunt with heart disease — fear ambitions shattered, fear of 
of death — beginning of death (at age 5) after cousin's 
dyspnea on exertion and death from heart disease 
anxiety symptoms 
4 , C, M, rheumatie heart disease Undetermined Probable: loss of bowling match Knowledge of relation between 
with mitral stenosis and insuffi- ~— development of pulmonary physical exertion and heart 
ciency, class 1 edema immediately afterward disease — fear of work; medical 
support and reeducation — full 
employment 
5 = 66, C, F, arteriosclerotie heart Undetermined Undetermined First serious illness in patient's 
disease, class 3 life, fear of death or crippling 
infirmity 
6 652, C, F, lupus erythematosus Undetermined Questionable: death of father— Patient was mainstay in large 
with associated carditis, class 1 ambivalence about returning family, position she held 
home to care for mother reluctantly; guilt about 
CHF symptoms and also signs shirking duty 
of lupus erythematosus 
7 69, C, M, arteriosclerotic heart Undetermined Undetermined Life of hard and devoted work 
disease, class with “nothing” to show for it, 
resented wife’s supporting him 
8 50, C, M, rheumatic heart + ee Wife did not accept illness and Definite: Coitus followed by Continuing ee between 
with mitral stenosis, class chided him about unmanliness increased dyspnea only when patient and wi 
— patient attempted to prove patient and wife at odds 
strength and continue excessive 
physical exertion (e.g., mowing 
9 60,N, M, hypertensive heart Denial of illness ~ ambivalence Undetermined Dependency unacceptable, work 
disease, class 2 and guilt about caring for demands precluded adequate 
invalid wife — continu rest, invalid wife, emotional 
oes — perpetuation of and financial deprivation 
Cc 
10 40, C, F, rheumatic heart disease Feeling of duty to church and Definite: anxiety about illness of Husband's illness, hostile 
with mitral stenosis, class 2 minister > overexertion son and fear of losing him dependency on husband 
working for minister exacerbation of C 
11 54, C, M, =e heart Undetermined Questionable: argument with Emotional outlets of sexual 
disease, clas client while working as hotel promiscuity and wandering 
clerk — brief exacerbation of limited by illness, separation 
symptoms from family — loneliness 
12 ‘, F, rheumatic heart disease Fear of dependency and loss of Questionable: developed CHF Illiterate, frigid, sterile 
th mitral stenosis, class 2 capacity to work — denial of symptoms after emotionally 
illness ~ continued work in traumatic operation 
factory — perpetuation of CHF 
13 heart Undetermined Undetermined After husband’s death raised 
ae clas ve children now grown, marital 
conflict with second hushand 
4 52, C, M, arterioselerotice heart Undetermined Probable: move to strange town Undetermined 
disease, class 1 and loss of position ~ 
decompensation — regained 
position compensation 
without change in medical 
regime 
5 7s, C, F, hypertensive and Undetermined Definite: marital dispute in Dissatisfaction with move from 
arteriosclerotic heart disease, family next door aroused home made necessary by illness 
class 2 intense feelings of identification 
with the wife + decompensation 
— hospitalization —~ immediate 
compensation 
*Age, race (C=Caucasian; N=Negro), sex, diagnosis, and functional class. 


was considered to have been the precipitating fac- 
tor in two patients. Boyer and co-workers ‘° studied 
a series of 1,000 case histories. In 561 of these such 
precipitating factors as myocardial infarction, 
hyperthyroidism, and physical exertion were identi- 
fied. In 439 patients no precipitating factors were 
reported. “Emotions” were thought to have precipi- 
tated failure in only one patient. In about half of 


heart failure. Prevention of illness requires an 
answer to the question, “Why does the patient be- 
come ill at this particular time?” 

Chambers and Reiser,'' making a special effort 
to determine significant emotional stresses correlat- 
ing with the precipitation of congestive failure, 
studied 25 consecutive patients admitted to a gen- 
eral hospital with this diagnosis. In 23 of these 


1 
19 
V. 
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patients precipitating factors were identified, and 
in 19 “it was felt that emotional tension was the 
factor immediately responsible for increasing the 
work load beyond cardiac capacity.” Five patients 
were treated by the same internist for an extended 
period, and there was relative stabilization in the 
clinical condition of four. Commenting on these five 
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stances in which precipitating factors were identi- 
fied and (b) a discrepancy in the proportion of 
instances in which emotional factors were regarded 
as significant in the precipitation of heart failure. 
In the first two series no precipitating factors were 
determined in almost half the patients (486 of 
1,100), whereas in the third series precipitating 


Synopses of Thirty Cases of Congestive Heart Failure (CHF )—Continued 


Emotional Influences 
A. 
Case No. Patient Data* Acute Indirect Acute Direct Chronie - 
16 ~—s 61, C,, M, hypertensive and Fear of failure and dependence Definite: demoted from principal Constant emotional strain of 


arteriosclerotic heart disease, 
class 4 


— continuation of excessive 
work — perpetuation of CHF 


17_—s: 71, C, M, hypertensive and Undetermined 
arteriosclerotic heart disease, 
class 4 
18 ~=68, C, M, hypertensive and Felt indispensable on farm —> 
arteriosclerotic heart disease, resentment about farming 
class which he disliked, feared 
accepting enforced dependency 
~ denial of illness — failure to 
accept medical care > 
perpetuation of CHF 
19 M, rheumatie heart disease Undetermined 
ith mitral stenosis, class 3 
20 70, C, M, arteriosclerotie heart Lonely since wife’ s and sons’ 
disease, class 3 deaths and ‘“‘need”’ to work > 
denial of illness > lack of 
medical supervision and 
continuance of work > 
perpetuation of CHF 
21. ~=s«:18, C, F, rheumatie heart disease Fear of death or mutilation ~ 
with mitral stenosis, class 1 refusal of operation for relief 
of mitral stenosis ~ 
continuance of mild CHF 
22 47, C, F, arteriosclerotic heart Undetermined 
disease and myxedema, class 4 
23 C, M, rheumatic heart disease Undetermined 
with multiple valvular disease, 
4 63, C, M, arteriosclerotic heart Undetermined 
disease, class 3 
95 , C, M, rheumatie heart disease Undetermined 
multiple valvular disease, 
26 «47, N, M, hypertensive heart Demands of one aad farming 
disease, class 3 — denial of 
to accept medical regimen 
perpetuation of CHF 
27 ~=—s- 38, C, M, hypertensive and Obesity (overeating for 
arteriosclerotic heart disease, gratification and relief of 
class 3 anxiety) — denial of illness since 
it took away eating defense > 
off diet of CHF 
28 = 46, C, M, rheumatic heart disease, Need to work for living and to 
class 3 relieve anxiety — denial of 
illness overexertion 
perpetuation of CHF 
2958, N, F, arterioselerotie heart Need to care for others > neglect 
disease and tuberculosis, class 3 of own illness (denial) 
~ exacerbation of CHF 
30 , C, M, heart Undetermined 


class 3 


to teacher and relocated > 
emotional stress of teaching — 
precipitation of CHF 


Undetermined 


Questionable: resentment toward 
mother who kept him on farm 
aroused by illness and fear of 
dependency — perpetuation of 
failure (resentment often 
transferred to doctors) 


Definite: auto accident — anxiety 
— exacerbation of CHF 

Questionable: increase in CHF 
symptoms after 
killing son 


Probable: cardiac 
— fear of death > anxiet 
— transient 


Undetermined 


Questionable: continued 
preoccupation with unpleasant 
experience (assault by drunk)—> 
one month later developed 
congestive heart failure with 
anasare 

Questionable: first exercise after 
myocardial infaretion — slight 
dyspnea — fear of another 
infarct > development of 
edema in one-half 


Definite: having to study while in 
school, conflict with dependency 
anxiety > transient 
dyspne 


Undetermined 


Definite: inactivity (work only 
means of gratification) — 
restlessness and anxiety 
transient episodes of - 


Undetermined 


Undetermined 


work, leaving a long-time home 


Feeling of loneliness and relative 
opelessness since death of wife, 
resigned to own death, 
disappointed in children 
Frigid wife, loss of farm work as 
means of relieving anxiety 


Unusually well adjusted to illness 


Charged with murder of son 
lonely since death of wife, death 
of another son in auto accident 


Generally well illness 
mild and not a drastic 
interference 


Sterility problem, father’s death 
(patient aged 6) and consequent 
need to assume adult chores 
early 


Low intelligence, sexual problems, 
fear of illness 


“In love” with work, work 
precluded by CHF, wife frigid 
and distant 


Good general adjustment to 
illness 


Frigid wife, nine children, loss of 
ability to work since illness 


Single man with no close 
relationships, chronie 
“hunger” 


Lack of interpersonal 
gratification, loss of work as 
means of relieving tension 


Poverty and need to support 
family 
Total repression of emotional 


responses, intractable 
hypertension 


*Age, race (C—Caucasian; N=Negro), sex, diagnosis, and functional elass. 


patients the authors stated, “The clinical response 
appeared to be determined, in large part, by the 
degree and nature of the dependency on the physi- 
cian.” In two patients the departure of the physician 
was followed by exacerbation of failure. 
Comparison of these three clinical studies indi- 
cates (a) a discrepancy in the proportion of in- 


factors were determined in over 90% of the patients 
(23 of 25). In addition, emotional or psychic fac- 
tors were discovered and regarded as significant in 
only 3 of 1,100 patients reported in the first two 
series (0.27%) but in 19 of 25 in the third (80%). 
The data presented in this report may be relevant 
to these discrepancies. 


171 
| 
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In the course of a series of studies of the influence 
of emotional factors on congestive heart failure, 
particularly as these relate to changes in peripher- 
al “© and central venous pressure,*" a group of 30 
medical patients were interviewed by the psychia- 
trist (C. R. V.). 


Method and Results 


The patients were selected on the basis of avail- 
ability and not because of primary psychiatric 
disorder. They were interviewed initially for one 
to two hours either on the wards or in the outpatient 
department of the North Carolina Memorial Hos- 
pital. The progress of five patients was followed regu- 
larly for 3 to 15 months. A relatively unstructured 
interview was used, and in many instances the in- 
terview was tape recorded. An effort was made to 
gather historical data about the patient's total life 
adjustment, techniques of dealing with interper- 


30} 


25 


Frequency of emotional influences on precipitation or ex- 
acerbation of congestive heart failure in 30 patients. 


sonal problems, and instances of breakdowns in 
adjustment, either in the form of “medical” illness 
or in the form of some behavioral, affective, think- 
ing, or psychophysiological disturbance. Attention 
was paid to assessing the situations likely to be 
difficult for each patient, since, as Wolf '? empha- 
sized, determining the specificity of the symbolic 
meaning of the life situation for the individual may 
be essential. Of these 30 patients 12 also partici- 
pated in the previously mentioned laboratory 
studies.*" 

Previous work by us“ has indicated that it is 
possible for a physician in the course of taking a 
medical history to identify disturbing life situations 
and emotional experiences related to exacerbations 
of congestive heart failure and to predict, at the 5% 
level of confidence, their effect in increasing central 
venous pressure. The present report is concerned, 
however, not with the quantitative aspects of these 
studies but rather with their qualitative features. 

For purposes of clarity, emotional or psycho- 
logical factors were considered to be related to the 
precipitation or perpetuation of congestive heart 
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failure directly or indirectly, or both. Although this 
is an arbitrary distinction there are practical ad- 
vantages in making it. The patient data are sum- 
marized in the table, and the distribution of direct 
and indirect influences is indicated graphically in 
the figure. Five patients (30%) had both direct 
and indirect factors present, and 25 patients (83%) 
had either direct or indirect factors present. 


Report of Cases 


Indirect Influences.—Patients may respond in- 
directly to specific life situations, or to the presence 
of heart disease itself, by physical overexertion, 
failure to take medicaments, or refusal to follow 
dietary restrictions. Psychological problems which 
complicate the understanding or successful imple- 
mentation of treatment regimens were regarded as 
indirectly deleterious effects. These indirect in- 
fluences were discovered in 14 patients in this 
series of 30 (47%). 

Case 18.—This 68-year-old farmer was unable to 
accept the fact of his heart disease and refused to 
continue an adequate medical regimen. Previously 
latent mixed feelings were aroused after his heart 
disease began or became manifest, which seemed 
to arise from having devoted most of his life to 
farming, in response to his mother’s wishes, in 


opposition to his ambition to leave the farm and 


work in the city. He resented the imposition of his 
disease and attempted to deny its presence; not ac- 
cepting his disease and the dependency it de- 
manded, he would neither take his medicaments 
regularly nor remain on a diet, and his failure per- 
sisted and was regarded as “intractable.” 

This patient demonstrates the obligatory use of 
the mechanism of denial in the face of life-threat- 
ening, but not necessarily fatal, organic disease. 
Denial may be seen to some degree in most patients 
with a serious illness, but its use at the expense of 
accepting appropriate treatment indicates unusually 
intense underlying psychological conflict evoked by 
the illness itself. In this instance the unresolved mix- 
ture of both positive and negative feelings toward 
the patient's mother was identified as part of his 
underlying conflict. 

Direct Influences._In 19 patients (63%) emo- 
tional factors appeared to be involved more directly 
in the precipitation or perpetuation of congestive 
heart failure. In seven a definite relationship be- 
tween the emotionally disturbing life situation and 
the development or exacerbation of failure symp- 
toms was established, in five instances a probable 
relationship was established, and in seven the re- 
lationship was questionable. In 3 of these 19 pa- 
tients the effect of the disturbing situation on the 
cardiovascular status was definite but transient, 
lasting only a few minutes to a few hours (see table, 
cases 3, 5, and 6). The precise mechanisms through 
which these emotional influences act are not clear, 
but available evidence suggests that affects and 
associated neurochemical changes are directly in- 
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volved in the regulation of cardiovascular function. 
In 26 of 30 patients (87%) chronic emotional ten- 
sion arising out of unresolved interpersonal con- 
flicts seemed important in precluding an adequate 
over-all psychological or physiological adjustment 
to the presence of organic heart disease. 

Case 4.—This 26-year-old electrician’s helper 
knew he had rheumatic heart disease but would not 
allow himself to be impressed by his physical im- 
pairment, although he had had one previous attack 
of pulmonary edema. At times, however, this de- 
nial mechanism was inadequate. For example, he 
was inordinately enthusiastic about physical exer- 
cise and engaged in many sports, of which bowling 
was of current interest. One evening after bowling 
he developed dyspnea and frank pulmonary edema. 
Superficially it appeared that physical exertion had 
precipitated this episode. On the other hand, he 
had been bowling many times that week without 
difficulty. Closer examination revealed that on this 
night his team was bowling for the championship. 
He was admittedly excited and concerned about 
the possibility of losing. His team did lose and, as 
he stated later, “I took the game home with me.” 
He noticed shortness of breath only after reaching 
home that evening. The more he ruminated about 
his bowling match the more his dyspnea increased, 
and by the next morning he had developed pul- 
monary edema, necessitating immediate medical 
attention. After hospitalization and appropriate 
treatment symptoms of failure receded, and he was 
relatively free of symptoms related to the failure 
itself. 

After this recovery, however, he had recurrent 
precordial discomfort of a vague and ill-defined 
nature. Fearing further trouble he resisted surren- 
dering the protection and gratification of his de- 
pendency needs given him as long as he was ill. 
During the course of four 15-to-30-minute inter- 
views with him certain problems were clarified, in- 
cluding his extreme anxiety about heart disease, his 
previous successful and later unsuccessful denial of 
his heart disease, and his ignorance of the various 
problems involved. As these matters were brought 
out and discussed the symptoms abated and he 
returned to full employment, continuing regular 
visits with his local physician. 

This case demonstrates the prominent role anx- 
iety may play in the sequence of events accompany- 
ing the development of pulmonary edema. Physical 
exertion with tachycardia presumably was an im- 
portant contributory, perhaps dominant, factor in 
initiating the syndrome; but persistent anxiety, 
through either further tachycardia or other mecha- 
nisms, appeared to make his recovery from the 
evening's physical exertion impossible. The anxiety 
seemed related to earlier childhood experiences 
concerning the problems of competition and fail- 
ure. Once the acute situation had been relieved, 
effective rehabilitation became a threat to him until 
(a) continuing support even after the acute attack 
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was acknowledged by the physician as needed, 
(b) the nature and degree of his illness were dis- 
cussed with him, and (c) he was given a chance to 
adjust to it. 

Case 8.—This 50-year-old man described a situ- 
ation similar to that of the preceding patient. 
Dyspnea, in this instance, developed during a base- 
ball game in which he was neither playing nor 
exerting himself physically but was coaching the 
team on which his son was playing and had a sub- 
stantial emotional investment in the game. 

There were other direct adverse influences on him. 
At times during sexual intercourse he developed 
severe dyspnea from which he would recover in 
several hours. It was clear in his mind that, when 
he was relaxed, copulation, even prolonged, was 
hot followed by dyspnea. However, when he was 
tense, he would become excessively dyspneic in a 
short time. In discussing with him his marital re- 
lationship he revealed varying degrees of tension 
between himself and his wife relating to her extra- 
marital sexual escapades in the past. His resent- 
ment toward her was ordinarily hidden and they 
maintained a distant emotional relationship much 
of the time. When their lives were not complicated 
by the arousal of this conflict, no dyspnea devel- 
oped during sexual relations; however, when this 
emotional conflict was evoked dyspnea developed 
during intercourse. A further complicating indirect 
influence in this case was the wife’s attitude toward 
the patient's illness. Noting his healthy appearance 
and not appreciating his disability she belittled his 
heart disease. He avoided discussing this with her. 
As a result he felt the need to continue doing 
physical work far beyond his capacity, e. g., mow- 
ing the lawn. 

The adverse effect on cardiac compensation re- 
sulting from the interplay of physical exertion and 
emotional conflict is again illustrated by this pa- 
tient. Physical exertion in itself may not lead to 
more than temporary dyspnea, but with the added 
burden of emotional tension aroused in interper- 
sonal conflict clinical symptoms may become mani- 
fest, especially when rest and relaxation are pre- 
cluded by continuing tension. 

Cast 14.—This 52-year-old successful factory 
worker had worked his way up to a superintend- 
ent’s job. He was persuaded by his employer to go 
to another state and help develop a new plant. 
Although assured of a good position at this new 
factory he was demoted shortly after arrival. This 
demotion questionably entailed a slight increase in 
physical exertion. When a friend who was person- 
nel manager at this new plant died, he felt helpless 
and without hope for regaining his old position. His 
local employer threatened him when the patient 
suggested complaining to higher officials in the 
company about the situation. Further feelings of 
helplessness and a sense of being “trapped” were 
soon followed by dyspnea, weakness, and subster- 
nal oppression. The situation seemed to be a re- 
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capitulation of his feelings about his father’s death, 
which occurred when the patient was 14 years of 
age; as on that occasion, he felt lost and abandoned. 

Physical findings, the electrocardiogram, and re- 
sults of x-ray studies corroborated a diagnosis of 
coronary artery disease with congestive failure. He 
was placed on the usual medical regimen of digi- 
talis and a low-salt diet and was advised to limit 
his activities, but the congestive failure persisted. 
Situational factors related to his work were known 
to his physician, but since the plant director had 
warned the patient not to expose the matter the 
physician was not able to alter the situation in any 
way except to advise him to rest and limit his ac- 
tivities. A change of jobs was impracticable at his 
age, even though he was quite able to work and 


was aware of this. He was referred to the North 


Carolina Memorial Hospital, where, without sig- 
nificant changes in medical therapy, he recovered, 
and only minimal signs of heart disease were de- 
monstrable. In the meantime, while he was in the 
hospital, company officials became aware of the 
local situation in the plant and soon cleared it up, 
and he returned to his old job, free of symptoms. 

A combination of possible increase in physical 
exertion at his job, the associated blow to his self- 
esteem, and arousal of the separation anxiety asso- 
ciated with the death of his father were the appar- 
ent cumulative forces which precipitated congestive 
failure in this patient with minimal organic heart 
disease. 

Case 21.—This 18-year-old high-school student 
had one episode of pulmonary edema apparently 
associated with an infection. During cardiac cathe- 
terization she developed dyspnea. It was an over- 
whelmingly frightening situation for her, and she 
was aware of the reduction of symptoms during the 
course of the procedure when she was diverted and 
encouraged by one of the physicians. 

Case 25.—This 24-year-old theological student 
was relatively free from dyspnea during most of 
his life. However, with moderate physical exertion 
he developed some dyspnea. In addition, under 
circumstances of emotional tension related to a 
conflict about studying versus not studying, he 
would often notice dyspnea. 

In neither of these latter two examples was the 
emotional component of the total adjustment im- 
portant at the time of examination. They are ex- 
amples of the temporary effect of certain anxiety- 
provoking situations on cardiovascular function. It 
might be postulated that with further decrease in 
cardiac reserve, emotional conflicts would assume 
a relatively more important role in symptom for- 
mation. 

Case 1.—A 58-year-old mill-worker gradually de- 
veloped severe congestive failure over a nine-year 
period. A myocardial infarction was the initiating 
episode. After the infarction he had repeated epi- 
sodes of chest pain and gradually developed con- 
gestive failure with occasional attacks of angina 
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pectoris. During this time he had one transient 
cerebrovascular accident. His previous physical 
health had been excellent, and he prided himself 
on his physical prowess in fights and on his exces- 
sive drinking. His fondest memories were of the 
days when he was in the armed service where he 
enjoyed many “drunken brawls.” Although win- 
ning was an important issue to him, the crucial 
matter was the struggle itself. As long as he put up 
a good fight, losing did not concern him greatly. 
His drinking and fighting did not interfere dras- 
tically with his general adjustment, since he main- 
tained an excellent work record as well as a sur- 
prisingly stable marriage and family, but seemed 
to be his way of resolving the conflicts which devel- 
oped out of his never having had a father, since the 
latter left home when the patient was 3 weeks old. 
Furthermore, he was brought up in an environment 
with substantial material deprivation. He had a 
strong and apparently healthy relationship with his 
mother, and although she expected a great deal of 
work from him he was able to keep up with it, 
taking pride in his work capacity. He worked in a 
cotton mill from the age of 11 years, except for two 
“hitches” in service, one in the Army and one in the 
Navy. His record in the mill was good, and for 
many years he was chief electrician. However, 
during the five years prior to his heart attack the 
work at the mill became increasingly demanding, 
because of a change in the management. The 
harder he worked the more work was expected of 
him, and he began to feel that the amount expected 
exceeded his ability, particularly during the year 
preceding his heart attack. 

The heart attack was understandably an over- 
whelming blow to his self-esteem, taking away two 
of his psychological defense mechanisms, drinking 
and fighting. From a “healthy” adult he was trans- 
formed into a helpless child. The ensuing years 
were fraught with alternating periods of helpless- 
ness when he was in a state of decompensation and 
periods of relatively good health. He had repeated 
attacks of congestive failure, saw numerous phy- 
sicians, and was hospitalized many times. He could 
never accept caloric or salt restrictions. After hos- 
pitalization in October, 1956, he was seen regularly 
in the North Carolina Memorial Hospital out- 
patient department by the same physician. After 
much discussion during the course of his weekly 
visits to the medical clinic (approximately 20-min- 
ute interviews after the initial evaluation) he began 
to see his disease as an “enemy” and to deal with 
his illness in the same way that he might attack an 
adversary. Dietary restrictions became a challenge, 
and he accepted them as such with enthusiasm. 
From the beginning, when he revealed the nature 
of his internal struggle, each visit with the phy- 
sician consisted primarily of a discussion of tactics 
and strategy as to the best way for him to “fight” 
his disease. As a result he became an expert on his 
condition and, although remaining greatly limited 
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in activity, learned to recognize his limitations and 
to deal realistically with his physical status. Psy- 
chologically, he seemed to use his physician as an 
ally and expert consultant, who helped him plan 
and carry out his fight with the heart disease suc- 
cessfully. 

During the course of this follow-up he had an 
episode of failure after an older brother’s death 
from heart disease. This brother was a particularly 
important figure in his life, representing the one to 
whom he looked for guidance. He had followed 
closely in his brother’s footsteps during his life. In 
the succeeding several weeks while he mourned his 
brother’s death he gained weight, became increas- 
ingly dyspneic, and finally developed an upper 
respiratory infection, bronchial pneumonia, and 
progressive signs and symptoms of heart failure. 
Some dietary indiscretions were suspected as well 
during this progressive course. Hospitalization and 
appropriate medical attention were followed by 
prompt remission. 

This case illustrates the complexity of the psy- 
chophysiological picture of the patient with con- 
gestive failure. In the course of medical follow-up 
visits information was gathered about the patient's 
personality adjustment, his ways of dealing with 
anxiety, especially anxiety aroused by the enforced 
dependency of his illness, and the interplay of 
these with his cardiovascular status. Medical man- 
agement in the form of drug administration, dietary 
alterations, and activity limitation became much 
simpler to carry out in the light of knowledge 
gained about his interpersonal and intrapsychic 
reaction patterns. This could only be done in the 
setting of a continuing doctor-patient relationship. 


Comment 


From the foregoing data it is inferred that the 
emotional state of the individual may provide im- 
portant clues to understanding the many-faceted 
maladjustments which characterize the syndrome 
of congestive heart failure. Intrapsychic mecha- 
nisms, e. g., denial, may mask the underlying 
tension consequent to interpersonal conflict arising 
during illness or evoked as a result of the presence 
of illness. Many other variants of intrapsychic re- 
actions and emotional responses may be expected 
in patients with a chronic illness like congestive 
heart failure; this is not surprising in view of the 
profound part the cardiovascular system plays in 
the development and organization of man’s unique 
capacity for symbolic language. Symbolically the 
heart retains its sovereignty over emotions, as 
Aristotle has taught. This is exemplified by its use 
in manifold ways in literature and everyday lan- 
guage as the “core” of emotions. Also, colloquial 
expressions reflecting reactions to life associated 
with the heart are numerous; e. g., “I almost had 
a heart attack,” or “it gave me heart failure.” Com- 
plicating disturbances of the whole organism may 
be expected when there is lack of harmony between 
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the functioning of the heart and the needs of the 
organism for total adaptation or, as Schneider ** 
put it, “dys-energy between the image of the heart 
and the rest of the ego.” 

The data herein presented are in accord with the 
findings of Chambers and Reiser*' and support 
their conclusion that “emotional stress is a frequent 
precipitating factor in the development of conges- 
tive heart failure in the patient with limited car- 
diac reserve.” 

Once congestive heart failure has developed the 
physician seeks ways to increase the efficiency of 
the heart and decrease its load. Etiological, ana- 
tomic, and functional diagnosis of the underlying 
heart disease is a prerequisite, but available evi- 
dence now suggests that an understanding of the 
personality of the patient and the circumstances in 
which the illness developed is of equal importance. 
To facilitate the attainment of optimum cardiovas- 
cular compensation the patient will need support 
in making an over-all adjustment to his life situ- 
ation. Some practical considerations for planning 
the management of patients with congestive heart 
— which may be derived from this study fol- 
ow. 

1. Impairment of cardiovascular function evokes 
a signal of danger—anxiety—which is usually useful 
but may be emotionally disturbing and psychologi- 
cally deleterious. The physician relieves this anx- 
iety, first by accepting responsibility for identifying 
the failing heart as the source of danger and second 
by instituting a medical regimen to increase the 
heart's efficiency and to decrease its work load. 

2. Congestive heart failure, like other chronic 
disease, arouses dependency needs, which are bi- 
ologically determined “calls for help.” In certain 
patients these may be unusually strong and infan- 
tile, so that their emergence threatens the indi- 
vidual who has a need to repress dependency long- 
ings as a result of early childhood conditioning. The 
physician accepts, indeed may demand, the pa- 
tient’s dependency on him. At first he may take 
virtually full responsibility for the patient’s care; 
later they share this burden. 

3. Dependency (i. e., need to be cared for) grati- 
fication during the acute stage of the illness may 
be difficult for some patients to relinquish after 
relative compensation is established. The physician 
allows for some dependency while at the same time 
supporting a realistic rehabilitation program. 

4. Additional sources of anxiety may be evoked 
when latent interpersonal conflicts become abruptly 
manifest or develop during the course of illness. 
The physician may use his relationship with the 
patient as a means of understanding the patient's 
emotional life and the specific sources of conflict. 
Furthermore, he is a source of strength and support 
(in psychiatric terms, an ego surrogate) for the pa- 
tient to use while his own strength is depleted by 
illness. 
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5. Fear of the unknown is a special concern to 
most patients. By explanation and amplification the 
physician carefully helps the patient educate him- 
self about his illness. The two work together in 


learning the peculiarities of the individual, his 


illness, and his new life with the illness. 

The utilization of this approach to the manage- 
ment of patients with congestive heart failure is 
nothing new in the practice of medicine. The in- 
tuitive application of these principles is time-hon- 
ored. However, in the light of present, more precise 
knowledge of how the human organism operates 
psychosocially, as well as physiochemically, a be- 
ginning toward more rational understanding of 
patient management becomes available. ° 


Summary 


In the course of other physiological studies 30 
patients with congestive heart failure were studied 
by a psychiatrist, with particular reference to their 
emotional responses to cardiac failure. Fourteen 
patients (43%) were found to have indirect and 19 
patients (63%) direct deleterious emotional re- 
sponses precipitating, aggravating, or perpetuating 
congestive heart failure. In 9 patients (30%) both 
influences were present and in 25 patients (83%) 
either direct or indirect influences were present. 
Management of the patient with congestive heart 
failure should make use of data about the patient, 
his personality, and the circumstances under which 
his illness developed. 


This study was supported by a research grant from the 
National Heart Institute, U. S. Public Health Service, and a 
research fellowship from the American Heart Association. 
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smoking histories were recorded for 2,042 pregnant women delivered in six 


A DVERSE EFFECTS OF SMOKING DURING PREGNANCY-—Obstetrical and 


Birmingham maternity hospitals during the summer of 1958. The mean 
weight of infants of mothers who smoked regularly throughout pregnancy was 6 oz. 
(170 g.) less than that of infants of mothers who never smoked during pregnancy 
(6.93 lb. and 7.33 Ib. respectively). This was more than the difference in weight 
between male and female infants and between first and later births. It was sufficient 
to lower significantly the incidence of surgical induction among smokers. . . . 
If the effect of smoking on birth weight is as considerable as this inquiry indicates, 
it is evident that it must make a substantial contribution to the frequency of “pre- 
mature births,” defined according to weight.—C. R. Lowe, M.D., Ph.D., D.P.H., Effect 
of Mothers’ Smoking Habits on Birth Weight of Their Children, British Medical 


Journal, Oct. 22-25, 1959. 
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PROMETHAZINE DRIP IN THE POSTOPERATIVE MANAGEMENT 
OF SUPRAPUBIC PROSTATECTOMY 


Ben Sheiner, M.D. 


Bernard D. Pinck, M.D., Passaic, N. J. 


Among the major difficulties associated with 
suprapubic prostatectomy is the immediate post- 
operative period, which is often characterized by 
pain and straining on the part of the patient and 
a subjective sensation of tenesmus. These are usu- 
ally attributable to the necessity for prostatic pack- 
ing, tube devices, and sometimes actual traction, 
which provoke an overwhelming desire to void. 
The ensuing agitation and violent attempts to expel 
the foreign bodies residing in the bladder may 
cause activation of bleeding and autonomic im- 
balance. Postoperative hemorrhage and straining 
can result in the extravasation of urine and blood 
into tissues surrounding the prostatic bed. This in 
itself can be extremely dangerous. To alleviate the 
resultant discomfort, reliance has hitherto been 
only on the use of narcotics, and high dosages of 
these, as is well known, can be disastrous for 
elderly patients. 

The duty of the surgeon-urologist certainly does 
not end with the completion of the prostatectomy. 
Also, the responsibility of the anesthesiologist can- 
not be considered to end with the technical com- 
pletion of the operation. Postoperatively, the sur- 
geon and the anesthesiologist must continue to 
work as a team to understand the requirements of 
the patient and to alleviate whatever postoperative 
complications occur. 

The object of this study was to discover a meth- 
od by which patients could be maintained in a 
state of slumber, free from pain and reflex spasms, 
during a 24-hour postoperative period. 

Originally, promethazine (Phenergan) hydro- 
chloride, a phenothiazine derivative, was adminis- 
tered in conjunction with the narcotics prescribed 
postoperatively. The patients appeared to exhibit 
an increased response to the narcotics employed,’ 
and the time interval between required doses could 
be increased, that is, a narcotic which normally 
would have been administered every four hours 
could be administered every five or six hours. It 
had also been observed that promethazine hydro- 
chloride, in addition to its ability to potentiate the 
effects of the narcotic agents,’ also possessed tran- 
quilizing and sedative properties.* It was decided, 
therefore, to administer promethazine hydrochloride 
by the intravenous drip method to determine the 
efficacy of the agent when it was given in this 
manner. 


From the departments of anesthesiology (Dr. Sheiner) and urology 
(Dr. Pinck), Beth Israel Hospital. Dr. Sheiner is now Director of 
Anesthesia, Pascack Valley Hospital, Westwood, N. J. 


The danger of extravasations of blood and 
urine after suprapubic prostatectomy is in- 
creased in patients made restless by pain 
and by reflexes arising from the region of 
the bladder. Prolonged, heavy sedation with 
narcotics alone is undesirable in elderly pa- 
tients. The possibility that better results might 
be obtained by administering a combination 
of a narcotic and promethazine hydrochlo- 
ride was investigated in 82 patients who had 
undergone suprapubic prostatectomy under 
spinal anesthesia. All received meperidine or 
morphine as needed for pain. Patients in 
group | (41 patients) in addition received 
promethazine by intravenous drip; those in 
group 2 (34 patients) received no prometh- 
azine; and those in group 3 (7 patients) re- 
ceived promethazine intramuscularly. Patients 
in group 1 remained free from nausea, vom- 
iting, chills, and cold sweats; tolerated post- 
operative bladder irrigations without reflex 
spasms or hemorrhages; and required, on the 
average, less than half the dose of narcotics 
required in group 2. No untoward effects 
were observed. 


Method 


A total of $2 patients, ranging in age from 49 
to 81 years (average age, 66.3 years), who had 
undergone suprapubic prostatectomy procedures 
were included in this study. Of the 82 patients 75 
were grouped according to the medicament re- 
ceived. Group 1 included 41 patients who were 
given promethazine hydrochloride by the intra- 
venous drip method postoperatively and narcotic 
agents as required. Group 2 included 34 patients 
who were not given promethazine in any form 
postoperatively but who did receive narcotic agents 
as required for the relief from pain. The remaining 
seven patients received, in addition to the narcotic 
agents, promethazine hydrochloride by injection 
in order to confirm the results obtained in previous 
studies of patients who were given promethazine 
postoperatively.” 

A combination of either two or three of the fol- 
lowing agents was given as premedication to the 
82 patients: atropine, from 1/150 to 1/100 grain 


and 
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(0.4 to 0.6 mg.); meperidine, from 25 to 100 mg.; 
promethazine, from 25 to 50 mg.; scopolamine, 
from 1/150 to 1/100 grain; diphenhydramine, 
10 mg.; pentobarbital, 155 mg.; and morphine, from 
% to % grain (8 to 15 mg.). 

Spinal anesthesia was selected as the anesthetic 
procedure in all the suprapubic prostatectomies for 
two reasons: (1) to obtain muscular relaxation 
without postoperative nausea and vomiting and 
(2) to enable careful observation of the effect of 
the promethazine drip without the superimposed 
depressant action of anesthetic agents. 

For the patients in group 1 the promethazine 
hydrochloride was added to an infusion and ad- 
ministered intravenously. Initially the dose was 
50 mg. per 1,000 cc. of fluid employed. The drip 
was permitted to run at a rate of 40 drops per 
minute and was increased or decreased according 


Units of Narcotic Agents Required Postoperatively by 
Patients in Groups 1 and 2° 


Group 1 Group 2 
Patients, Patients, 
Narcotic Agent Units No. Units No. 
Meperidine ................ 1.00 1.50 1 
1.50 4 2.00 2 
2.25 4 
2.50 1 
2.75 1 
3.50 1 
3.75 1 
4.00 1 
4.25 1 
1.50 1 3.00 4 
1.67 ] 4.00 2 
2.0 
Meperidine 1.00 1 3.50 1 
and Pantopon 1.75 1 
(opium alkaloids) ...... 20 1 
Morphine and 
meperidine ............+. 1,00 1 3. 1 
Av. dose per patient..... 1.32 3.02 


*Units are nareotic equivalents: meperidine, 100 mg.: morphine, % 
grain (15 mg.): and opium alkaloids, 4% grain (20 me.). 


to the response of the patient. Later, the dose was 
stabilized at 75 mg. of promethazine per 1,000 cc. 
of solution, given at a rate of 30 drops per minute 
for a period of from 12 to 16 hours. The method 
employed was to administer a total of 150 mg. 
of promethazine per 2,000 cc. of solution. The 
promethazine drip was not started until the patient 
was in the postoperative recovery room; however, 
when the patient was in pain, narcotic agents were 
not withheld. Patients who undergo suprapubic 
prostatectomy procedures must have special nurs- 
ing care for at least the first 24 hours postopera- 
tively. For this reason, careful supervision and 
observation of the effects of the use of the pro- 
methazine hydrochloride drip method were possible. 


Results 


With the concentration of promethazine used in 
the intravenous drip (150 mg. per 2,000 cc.) the 
patients were less restless and were maintained in 
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a state of light slumber from which they could be 
aroused at will. Although the patients were awak- 
ened by irrigations of the bladder, these were 
easily tolerated and did not cause any reflex spasm. 
Postoperative hemorrhage, activated by the strain- 
ing and pushing of unruly patients, did not occur. 
No decrease in blood pressure was observed. Re- 
spiratory depression, nausea, and vomiting were 
absent,’ and the “chills” and “cold sweats,” which 
were frequently experienced by patients in the 
past, did not occur in a single patient in group 1. 
Symptoms of intestinal or vesical autonomic im- 
balance did not develop in any of the patients 
who received the promethazine by the intravenous 
drip method. The number of narcotic units‘ re- 
quired by patients in groups 1 and 2 is shown in 
the table. The 41 patients who received prometha- 
zine hydrochloride by the intravenous drip method 
(group 1) required fewer narcotic units‘ for the 
alleviation of pain. In group 1 the total number 
of units required for all 41 patients was 54, and 
the average was 1.3 units per 24-hour period per 
person. In group 2 the total number of units re- 
quired for the 34 patients was 102.75, an average 
of 3.02 units per 24-hour period for each person. 
Not only was the amount of narcotic agents re- 
quired decreased for the patients in group 1 but 
the time interval between doses was increased. 
The results obtained for the seven patients who 
received promethazine hydrochloride by intramus- 
cular injection confirmed the results noted in earlier 
studies and those procured by other investigators.* 
It was clear that a smaller amount of narcotics 
was necessary when promethazine was given in 
conjunction with the narcotic intramuscularly, with 
an average of 2.5 narcotic units. This was greater 
than the amount of narcotics required when pro- 
methazine was administered by the drip method. 


Summary and Conclusions 


The use of promethazine hydrochloride, admin- 
istered to 41 patients by the intravenous drip 
method, proved to be the greatest aid in satis- 
factorily sustaining the patients during the 24-hour 
postoperative period after suprapubic prostatec- 
tomy procedures. It is believed that the method 
is a valuable aid in the postoperative management 
of any patient who must undergo a_ traumatic 
operation and who is in an age group in which 
the best physiological conditions do not prevail. 
The reduction in the amount of narcotic agents 
required is, in itself, extremely advantageous, when 
it is considered that the administration of narcotics 
alone can be disastrous for elderly patients. Other 
advantages of the promethazine drip are the tran- 
quility achieved and the elimination of undesirable 
autonomic reactions. No untoward side-reactions 
were observed. 


15 Overlook Ave., Belleville, N. J. (Dr, Sheiner). 
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ISOLATION OF ENTEROPATHOGENIC ESCHERICHIA COLI FROM 
HOUSEHOLD PETS 


RELATION TO INFANTILE DIARRHEA 


Khurshid A. Mian, M.P.H., Ann Arbor, Mich. 


At the present time good evidence has accumu- 
lated pointing to enteropathogenic Escherichia coli 
as the cause of infantile diarrhea. The etiological 
significance of this type of epidemic infantile en- 
teritis is proved on the bases of bacteriological, 
clinical, epidemiologic, pathological, and therapeu- 
tic results. Bray,’ Kauffmann and Dupont,’ and Fer- 
guson and co-workers ® made feeding experiments 
of two serotypes of Esch. coli to adult volunteers 
who ingested Esch. coli 0111:B, strain and devel- 
oped serum agglutinins for the organism. Some who 
did not show any symptoms developed agglutinins 
to some degree. On the other hand, no volunteer 
developed a rise in agglutinin titer for the normal 
coliform organism. These serotypes of Esch. coli 
have been recovered from the feces, nasopharynx, 
and throats of random patients with infantile diar- 
rhea by Neter.* In his findings he showed that con- 
tact with the multiplication of these serotypes of 
Esch. coli may be followed by an attack of diarrhea, 
indicating that these organisms may be considered 
as a cause of this disease. 

I originally isolated Esch. coli type strains from 
newborn calves with white scours. I differentiated 
these strains by their fermentative properties in rela- 
tion to various sugars and named them Esch. coli 
types. Later Orskov ° isolated Esch. coli strains be- 
longing to O group 26 from patients with infantile 
enteritis and from newborn calves with white scours. 
He established one serologic type 26:B,:11 and two 
biochemical types. Fey ° reported on two new Esch. 
coli serotypes belonging to O group 55:B;:8 and 
55:B;:10. The first type was isolated from a chicken 
and from a patient with infantile enteritis and the 
second type from the sperm of a bull. He has re- 
ported on the occurrence of Esch. coli serotypes of 


Consulting Bacteriologist, medical staff, St. Joseph Mercy Hospital; 
Beyer Memorial Hospital, Ypsilanti, Mich.; Physician’s Clinical Labo- 
ratories; and Herrick Memorial Hospital, Tecumseh, Mich. 


Good evidence has accumulated pointing 
to enteropathogenic Escherichia coli as a 
cause of infantile diarrhea. During the course 
of this one-year bacteriological investigation, 
Esch. coli were isolated from 321 household 
pets, 237 dogs and 84 cats that were appar- 
ently healthy. Rectal smear specimens were 
obtained in the study through the cooperation 
of veterinarians and families. A higher per- 
centage of positive cultures was obtained 
during the summer months. Epidemiologic 
study in the case of an 11-month-old infant 
hospitalized for gastroenteritis revealed that 
a dog in the household was the specific 
source of infection. 


O group 26, 55, 86, and 0111 in animals and on coli- 
form bovine mastitis with special reference to in- 
fantile enteritis. 

Materials 


As bacteriological examination of fecal specimens 
from household pets, i. e., dogs and cats, was the 
most important part of this study, arrangements 
were made with veterinarians and owners of pets 
to have the specimens collected, in the form of rectal 
swabs. Swabs in 3% glycerine in saline solution were 
prepared and supplied to the veterinarians and 
owners of pets. It was noted that this method of 
collecting rectal swabs facilitated the procedure for 
handling the specimens. 

Isolation Mediums.—Since Esch. coli serotypes 
usually do not grow on the highly selective mediums 
in general use for the isolation of Salmonella and 
Shigella, less inhibitory differential mediums such as 
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MacConkey’s and eosin-methylene blue agar were 
employed. In addition to the differential plating 
mediums a blood agar plate was streaked with a 
small inoculum of fecal specimen, because it has 
been noted that in a few instances Esch. coli 
serotypes 0111 and 055 are not hemolytic, a fact 
which may aid in the recognition of colonies; 


TaBLE 1.—Summary of Biochemical Reactions of Eighteen 
Strains of Esch. Coli 026:B; Isolated from Household Pets 


Strains 1 2 3 4 5 6 7 to 18 

Serotypes Be 026: Be 026: Be 026: Be 026: Be 026:Bea 026: Be 
Reaction, Type 
Adonitol .......... 
Arabinose ........ 


* 


* 


* 


Sorbose ........... 


+ 

+ 

ab. 

+* 
Lactose ........... ~ 

ab. 


Ammonium citrate — 
Potassiumnitrate. + 
Voges-Proskauer — 


> 

| + 


*Delayed reaction. 


however, undue reliance was not placed on this 
observation because many other Esch. coli sero- 
types are hemolytic, and it is possible that hemolytic 
variants of Esch. coli 0111 and 055 and of other 
serotypes associated with infantile diarrhea exist. 
Esch. Coli Serotype Antiserums.—Esch. coli sero- 
type antiserums, which are highly titered absorbed 
antiserums prepared from strains of enteropatho- 
genic Esch. coli associated with infantile diarrhea, 
were obtained commercially. The 10 recognized 
serotypes were divided into two groups: group A, 
comprising those most frequently encountered, con- 
sisted of serotypes 011:B,, 055:B;, 0127:By, and 
026:Bs, and group B consisted of serotypes 086:B;, 
0119:By,,, 0124: Bi 0125:B;;, 0126: and 0128: 
Two polyvalent OB antiserums were available. 
Esch. coli OB antiserum polyvalent group A is a 
mixture of the more commonly encountered Esch. 
coli serotypes listed in group A above. This poly- 
valent antiserum has been absorbed for the removal 
of cross reactions between serotypes listed in group 
A. Esch. coli antiserum polyvalent group B is a 
mixture of the Esch. coli serotypes listed in group B. 


Bacteriological Methods 


Fecal specimens were streaked on three mediums, 
blood agar, eosin—-methylene blue agar, and Mac- 
Conkey’s agar plates. After incubation for 16 to 20 
hours cultures were examined for colonies typical 
of Esch. coli. The colonies were characterized as 
gray, nearly flat, nonhemolytic, smooth, and opaque. 
Often portions of individual colonies that appeared 
on the blood agar plates were directly tested with 
polyvalent antiserums. If a strongly positive result 
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of the slide agglutination test was obtained by this 
procedure, it was considered presumptive evidence 
that one of the particular Esch. coli serotypes was 
present in the specimen. Also, five or more colonies 
were tested by this procedure to determine the per- 
centage of colonies that reacted in the antiserum. 
Positive agglutinating Esch. coli colonies were trans- 
ferred to nutrient agar slants. The slants were 
inoculated over the entire surface in order to obtain 
maximum growth. After incubation these slants 
were used for biochemical and serologic studies. 
Some of the growth from the agar slant culture was 
emulsified in about 0.5 ml. of isotonic sodium chlor- 
ide solution. Droplets of this heavy suspension were 
tested for agglutination on slides with droplets of 
OB antiserums diluted 1:3. When living suspensions 
of freshly isolated strains of Esch. coli serotypes 
were tested in OB antiserums, agglutination in a 
specific antiserum occurred rapidly and usually was 
complete. When the bacteria under examination 
were agglutinated by one of the antiserums, the 
suspensions then were heated at 100 C for one 
hour, cooled, and retested in the same antiserum. 
The later tests were used for presumptive identifica- 
tion of the O antigens of the culture. In case positive 
slide reactions were obtained in one of the cultures 
with the heated suspensions, a confirmatory test for 
an O antigen was performed by the tube dilution 
method. 


TABLE 2.—Summary of Biochemical Reactions of Six Strains 
of Esch. Coli 0111:B,, Two Strains of Esch. Coli 0127:B,, and 
Two Strains of Esch. Coli 0125:B:,; Isolated from 
Household Pets 


Strains 1 2 3 4-6 1 2 1,2 
Serotypes 0111:Be 0111:Bsa 0111: Ba 0111: Be 0127: Bs 0127: Bs 0125: Bis 
Reaction, Type : 

onitol .... 


Arabinose + 
Xylose ...... 
+ 


* 
* 


Rhamnose .. 
Maltose ..... 
Salicin ...... 


4444444} 
+++) +l ++i | 
+++] ++) | 
+++) 
++4+ 11414414444! 


Ammonium 
citrate .... — 
Potassium 
nitrate .... + 


+ 
+ 
+ 
+ 
+ 


Voges- 
Proskauer 
Methy! red 


+1 
+ | 


* Delayed reaction. 


Various organisms belonging in the family En- 
terobacteriaceae, including several nonenteropath- 
ogenic types of Esch. coli, possess O antigens which 
exhibit a remarkable similarity to those of entero- 
pathogenic Esch coli. Since some of the antigens 
are almost identical it is possible, when using a con- 
centrated antiserum, to cause the nonenteropatho- 
genic organisms to be agglutinated. The fact that 
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such a situation does exist necessitates a confirma- 
tory test to eliminate the possibility of an improper 
diagnosis. The problem of heterologous O agglutina- 
tions can be easily remedied by diluting the serum 
as in the tube agglutination method. The suspen- 
sions were diluted and tested in serial dilutions of 
1:60 to 1:1,920. 

These enteropathogenic Esch. coli cultures were 
also subjected to a battery of carbohydrate and 
IMViC reactions. These organisms were found to 
be positive for indole and methyl red but negative 
for the Voges-Proskauer reaction. Urea was not 
produced. A detailed analysis of the biochemical 
behavior of these organisms is shown in tables 1, 2, 
and 3. All enteropathogenic Esch. coli types isolated 
produced acid and gas from glucose and lactose 
promptly within 24 to 48 hours. Some strains fer- 
mented sucrose and salicin and others did not. 


TABLE 3.—Summary of Biochemical Reactions of Thirteen 
Strains of Esch. Coli 055:B; Isolated from Household Pets 


Strains 1 2 3 4 5 6 7 x 9-13 
Serotypes 05 05 055 055 (055 
Bs Bs Bs Bs Bs Bs Bs Bs Bs 
Reaction, Type 
Duleitol ....... + + +" + +* + +* + + 
Sorbitol ...... + + + + a + +* + + 
Arabinose .... + a + + + + + + + 
Xylose ........ + + + + + + + — + 
Rhamnose .... + + + + + + + + + 
Maltose ....... + + + + + + + + + 
Salicin ........ + + —- + + 
Lactose ....... + + + + + + + + bp 
Sucrose ....... + + + + 
Glucose ....... + + ~ + + + + + 
Ammonium 
Potassium 
nitrate ...... + + + + aa + + + + 
Voges- 
Methyl red ... + + + + + + + 


* Delayed reaction. 


Occasional strains otherwise typical grew on Sim- 
mons citrate medium after four or five days of 
incubation. 

Comment on Results 


During the course of this study a number of 
enteropathogenic Esch. coli were isolated from 321 
household pets, 237 dogs and 84 cats, who were 
apparently healthy. These symptomless excretors 
may have had extremely mild and transient diar- 
rheas that were overlooked by their owners. Since 
enteropathogenic Esch. coli is primarily pathogenic 
in infants and children under 2 years of age, it is 
possible that the age of the animals may be an im- 
portant factor in producing symptoms. 

Some of the fecal specimens contained almost 
pure cultures of Esch. coli serotypes, while others 
were of mixed organisms. Twelve and one-half 
per cent of these pets harbored these organisms 
(tables 4 and 5). Of 41 strains of Esch. coli sero- 
types isolated from these pets 83% were from dogs 
and 17% from cats. Only one animal carried two 


types, 0111:B, and 0125:B,;. Esch. coli 026:B, 
strain predominated. A number of household pets 
from the same families were also examined, and it 
was found that almost all pets owned by a family 
carried the same organism (table 6). Direct and 
indirect contact of these pets with each other in an 
environment common to both points to the mode of 


TABLE 4.—Distribution of Esch. Coli Serotypes in 321 Fecal 
Specimens from Household Pets 


Sero- 

Serotypes types 

Animals —— Igo- 
Tested, 0111 055 026 0127 0125 lated, Pési- 
Animals No. Ba Bs Ba Bs Bis No. tive 
Dogs ... 287 5 10 15 2 2 34 14 
Cats .... 1 3 3 7 
Total . 321 6(1.3%) 13(4.1%) 18(5.6%) 2(0.6%) 2(0.6%) 41 12.5 


infection with this group of serotypes. Only one 
family had both a dog and a cat. Esch. coli 0111:B, 
and 0125:B,; were isolated from the dog but the 
cat excreted only 0111:By. 

Seasonal Variation.—A higher percentage of posi- 
tive cultures was obtained during the summer 
months. It has been demonstrated by previous 
workers that most of the human outbreaks in nurses 
and patients reported to pediatricians occurred dur- 
ing and at the end of the summer season. There- 
fore, it would seem logical that a higher percentage 
of these carriers in a community is directly propro- 
tionate to the number of outbreaks (see figure). 

Epidemiology.—_During the course of this study 
an 11-month-old baby was brought into the hospital 
with diarrheal manifestations of gastroenteritis due 
to enteropathogenic Esch. coli. The baby had some 
dehydration, acidosis, and a slight rise in tempera- 
ture. On bacteriological examination of the stool 
Esch. coli 055:B; was isolated in pure culture and 
an antibiotic sensitivity test showed that the organ- 
ism was highly sensitive to chloramphenicol, fura- 
zolidone, and neomycin sulfate. Chloramphenicol 
was given to the baby for seven days. Within 36 
hours of starting therapy the baby was alert, hungry, 
and active, but stool culture continued to be posi- 
tive for four days, although not in pure culture of 
the offending organism. After the fourth day of 


TaB_e 5.—Percentage Distribution of Esch. Coli Serotype 
Strains Isolated from 237 Dogs and 84 Cats of All Ages 


Strains Strains 


Isolated Isolated 
Strains from Dogs from Cats 
Isolated, 
Serotype No. No % No. % 
6 5 21 1 1.2 
18 15 6.3 3 3.6 
GEA 2 2 0.8 
41 34 &3 7 17 


treatment with chloramphenicol neomycin sulfate 
was added to the medication. The patient was dis- 
charged after disappearance of the organisms from 
the stool. There was no clinical relapse in this case. 

During this time the father, mother, and a sibling 
aged 5 were examined and enteropathogenic Esch. 
coli was not found in their stools. The family had a 
dog. A rectal swab from this pet was examined and 
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Esch. coli 055:B; in almost pure culture was iso- 
lated. The dog had no history of any apparently 
abnormal condition for the last six months. In order 
to establish a relation between Esch. coli 055:B; 
isolated from the dog and that isolated from the 
baby, the presence of specific agglutinins was 
studied. It was found that baby’s serum agglutinated 
heated suspensions of Esch. coli 055:B;, dog strain, 
to a titer of 1:960. Efforts to determine the habits 
and environment of this pet which might tend to 
favor human infection were made. On questioning 
the parents it was found that the baby used to play 
in the living room on the carpet with the dog. The 
carpet was contaminated by the dog and the infec- 
tion was carried by a hand-to-mouth pattern. One 
of the most outstanding features of this organism is 
its high degree of transmissibility, which is in direct 
contrast to other bacterial enteric diseases. 

It is presumed that, in hospital outbreaks, the 
infection is brought into the nurseries by an in- 
fected mother or nurse who has had contact with 
some pets and is passed on to the babies. Good evi- 
dence has been presented by previous workers that 
enteropathogenic Esch. coli are spread from person 
to person by both direct and indirect contact. The 
disease has also been proved by previous workers 
to be air-borne. In their studies cross infection in the 
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Seasonal variation in incidence of Esch. coli serotypes 
among 321 household pets examined from August, 1957, 
through August, 1958. 


hospitals was found with excessive movement in 
changing diapers or carrying babies from one place 
to another, both of which released a significant num- 
ber of organisms in the air. It was also demonstrated 
that the organisms could be found in large numbers 
on the floor mops used in contaminated cubicles and 
that the dust contained the organisms in viable 
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form for 11 days. Furthermore, it has been shown in 
the experiments described by Hutchison that sero- 
types can remain viable in floor dust for as long as 
two weeks but that survival under shaded condi- 
tions is longer than in direct sunlight. 

Although the majority of cases of infantile diar- 
rhea occur in hospitals or other institutions, we know 
today that such infections occur also outside the 


TABLE 6.—Incidence of Esch. Coli Serotypes in Pets 
of Eight Households 


Pets Present Serotypes 
in the Isolated 
Household, No. from Pets 
Dogs Cats Dogs Cats 
1 1 055: Bs 055: Bs 
2 ae 026: Ba awe 
1 1 026: Be 026: Be 
2 ine 026: Be 
2 055: Bs 
1 1 055: Bs O55: Bs 
0111: Bs 
1 1 0125: Bis 0111: Ba 
2 $60 055: Bs 


hospitals. The carrier status of household pets leads 
us to the source of infection in human dwellings. 
It would seem probable that certain types of Esch. 
coli may give rise at times to an epidemic form of 
the disease and others to localized outbreaks or even 
sporadic cases. This close relationship of animal and 
human strains has a strong significance in the epi- 
demiology of the disease. Obviously the importance 
of these organisms isolated from household pets in 
outbreaks of diarrhea in newborn infants is of the 
utmost importance, and an awareness of this fact 
should be present in public health, pediatricians’, 
and hospital laboratories. 


Summary 


A bacteriological investigation of enteropatho- 
genic Escherichia coli in 321 household pets was 
carried out for a period of one year. Specific sero- 
types and biotypes of enteropathogenic Esch. coli 
0111:Bg, 055: B;, 026: Be, 0127:Bs, and 0125:B:; 
were isolated from 237 dogs and 84 cats. Of these 
household pets 12.5% were found to be carriers of 
serotypes, and the incidence was higher during the 
summer months. There is a seasonal variation in the 
incidence of these serotypes among household pets, 
related to infantile diarrhea. 

Dr. William W. Ferguson, Michigan Department ot 
Health, and Dr. Pearl L. Kendrick, School of Public Health, 
University of Michigan, confirmed the identification of the 
cultures; the late Dr. Aaron Edwards supplied clinical in- 
formation. 
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CHROMOBLASTOMYCOSIS TREATED WITH LOCAL INFILTRATION OF 
AMPHOTERICIN B SOLUTION 


REPORT OF SECOND CASE 


Charles P. DeFeo, M.D. 


and 


Leonard C, Harber, M.D., New York 


Chromoblastomycosis is a fungus disease which 
has been recognized in most of the tropical and 
semitropical countries of the world. To date 27 
cases have been reported in North America, pre- 
dominantly from the southern portion of the United 
States.’ With the possible exception of those cases 
where wide surgical excision was curative and not 
disabling, attempts to find a successful therapy 
have not been encouraging.’ The first successful 
treatment of a case of chromoblastomycosis by 
local infiltration of amphotericin B has been re- 
ported.” Fourteen months of observation after this 
local therapy, there was still no clinical or laboratory 
evidence of a recurrence in the patient. This route 
of administration of amphotericin B was instituted 
because the intravenous therapeutic blood level of 
40 mcg. per milliliter necessary to inhibit the growth 
of the causative organism far exceeds the maximum 
intravenous dose tolerated by human beings.‘ 

Because of the relative safety and ease of admin- 
istration of this form of therapy, it was considered 
worthwhile to report the findings of the second 
patient successfully treated with local infiltration of 
amphotericin B. It is realized that these two cases 
constitute too small a number of patients for signi- 
ficant conclusions to be reached. However, the re- 
markably low incidence of chromoblastomycosis in 
the New York area prevents the collection of a 
more comprehensive series. It is hoped that the 
following case report may encourage others to treat 
a sufficiently large number of patients so that 
valid generalizations regarding the efficacy of this 
drug can be made. 


From the Department of Dermatology and Syphilology, New York 
University Post-Graduate Medical School, and the Skin and Cancer 
Unit of University Hospital. 


Report of a Case 


A 57-year-old Puerto Rican farm laborer was 
admitted to Bellevue Hospital with an ulcerative 
lesion on the dorsal surface of the right foot. The 
lesion had been present for 22 years and he asso- 
ciated its onset with his employment as a sugar 
cane cutter near San Juan, Puerto Rico. In 1936 he 
first noted a small, pea-sized, asymptomatic verru- 
coid nodule on the dorsal aspect of the right foot. 
The nodule slowly enlarged and was about 10 times 
its original size when the patient first sought med- 
ical attention. Numerous medicaments were ap- 
plied topically; however, the lesion continued to en- 
large. It reached such size by 1952 that amputation 
was advised. Although he refused radical surgery, he 
permitted local excision in 1953. The operative site 
never healed completely. The patient came to New 
York in 1955 and was unable to work because of 
pain in his foot. The lesion continued to enlarge 
up to the time of his admission to Bellevue Hos- 
pital in April, 1958, at which time he was unable to 
wear a shoe. 

At physical examination a lesion 2 cm. in diam- 
eter was seen on the dorsal aspect of the right foot, 
immediately proximal to the second interphalangeal 
joint. It was indurated, slightly raised, crusted, and 
covered by a serosanguineous discharge. The second 
and third toes were erythematous, slightly edema- 
tous, and tender. This lesion was on the distal 
margin of an operative scar measuring 12 cm. in 
diameter. 

A biopsy showed a granulomatous reaction in the 
cutis associated with pseudoepitheliomatous 
changes in the epidermis (fig. 2). Thick-walled, 
dark brown, spherical bodies about 10 to 15, in 
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diameter were scattered in small groups through- 
out the cutis. Material obtained by curettage of the 
lesion showed numerous dark brown spores. Sev- 
eral of these spores were noted to be undergoing 
intracellular septation. The curetted tissue was 
placed on Sabouraud’s agar and incubated at 20 C 
in order to culture the micro-organism. After one 


Fig. 1.—Dorsal aspect of right foot: ulcer measuring 2 cm. 
in diameter present at least 10 years before amphotericin B 
therapy was instituted on April 16, 1958. 


week a slightly raised, flattened, velvety, grayish- 
black, mouse-colored colony was observed. This 
slowly enlarged during the following three weeks. 
Microscopic examination showed the Hormoden- 
drum type of sporulation. The mycological findings 
were those of H. pedrosoi. 

A skin test was performed with an aqueous ex- 
tract of the Hormodendrum culture obtained from 
our first patient.’ Forty-eight hours after the intra- 
dermal injection of 0.1 cc. of this antigen, a 1.8-cm. 
circular area of erythema and edema appeared on 
the right forearm at the place of injection. A similar 
procedure was performed on several control volun- 
teers who showed no reaction. 

During the first five weeks of hospitalization the 
patient received no therapy other than bed rest. 
When, no evidence of healing was noted, after the 
five-week control period, treatment with amphoteri- 
cin B was initiated. The concentration of ampho- 
tericin B solution used was 5 mg. dissolved in 1 cc. 
of a 2% procaine solution. Four weekly injections of 
15 mg. (3 ce.) each were given directly into the 
lesion. A total of 60 mg. of amphotericin B was 
administered. The injections caused localized pain, 
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slight elevation of temperature, and anorexia. No 
change in the blood urea nitrogen level was noted. 
The results of all routine hematological and urine 
studies were within normal limits. Repeated cul- 
tures after one month of therapy revealed no organ- 
isms other than Candida albicans, which was iso- 
lated on one occasion. Because of this finding, my- 
costatin ointment was applied topically for one 
week. 

Three months after institution of amphotericin B 
therapy the area of ulceration had completely 
healed. The patient has been up and about for 
three months with no adverse effect. This is the first 
time the ulcer of his right foot has healed in five 
years. A biopsy specimen taken six months after 
therapy showed no evidence of any fungi, nor were 
any positive cultures obtained. 


Summary 


A case of chromoblastomycosis of 22 years’ dur- 
ation caused by Hormodendrum pedrosoi, with 
clinical cure of the patient, is the second case of 
favorable response to amphotericin B dissolved in 
2% procaine solution and injected locally. Although 


Fig. 2.—Skin biopsy specimen of right foot before therapy 
showing 10 « spore of Hormodendrum pedrosoi undergoing 
intracellular septation. Surrounding tissue shows pseudoepi- 
theliomatous hyperplasia and chronic inflammatory reaction. 


the follow-up studies are of short duration, it is 
our opinion that this drug deserves further clinical 
trial. 


140 E. 54th St. (22) (Dr. DeFeo). 
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The biopsy report was prepared by Dr. William Director 
and the mycological report by Dr. Emanuel Muskatblit. 
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CLINICAL NOTES 


STERILITY AFTER RADIOIODINE THERAPY FOR 
METASTATIC THYROID CARCINOMA 


Huldrick Kammer, M.D. 


Morton J. Goodman, M.D., Portland, Ore. 


Radioiodine (I'*') has been used in the treatment 
of thyroid cancer metastases since 1943. The harm- 
ful radiation effects of this agent on the blood- 
forming organs are well recognized, but other body 
structures are seldom injured. Reports of permanent 
damage to the reproductive organs by I'*’ are ex- 
ceedingly rare. The case we are reporting seems to 
represent a clear instance of injury to the testes 
from radioiodine administered as treatment for 
metastatic thyroid carcinoma. 


Report of a Case 


A 24-year-old man was found during the course 
of a routine x-ray examination of the chest in 
March, 1952, to have widespread diffuse nodular 
densities in both lung fields (fig. 1). He felt entirely 
well at this time, had lost no weight, and had no 
respiratory symptoms whatever. It was known that 
a roentgenogram of the chest in 1949 had shown 
no abnormalities. Physical examination was en- 
tirely negative except for a small firm lymph node 
present high in the left cervical chain and a slightly 
enlarged left thyroid lobe which was smooth and 
firm. Routine laboratory studies showed no deviant 
findings. Results of tuberculin, histoplasmin, and 
coccidioidin skin tests were negative. There were 
no abnormalities of his serum proteins. He had 
never been exposed to noxious dusts nor had he 
ever had any known pulmonary illness. 


From the Department of Medicine, University of Oregon Medical 
School. 


The cervical lymph node was excised and study 
of a frozen section proved it to contain metastases 
from carcinoma of the thyroid. The entire thyroid 
gland was removed and a radical neck dissection 
was performed on the left side. Most of the thyroid 
gland was found to be replaced by carcinoma. The 
lymphatic structures of the neck were diffusely 
invaded by the tumor. Microscopic study revealed 
the lesion to be a mixed adenocarcinoma of the 
thyroid with a predominantly papillary pattern 
(fig. 2). 

It was concluded that the lung lesions were 
metastases from the thyroid carcinoma. Dr. Rulon 
Rawson of the Memorial Hospital for Cancer and 
Allied Diseases, New York City, studied and treated 
the patient in July, 1952, and administered 246 mc. 
of I'*. In February, 1953, an additional 317 me. of 
radioiodine was given. In each instance the patient 
was pretreated with thiouracil. Myxedema devel- 
oped after the second dose of I'*', and in July, 
1953, the patient was placed on replacement ther- 
apy with triiodothyronine and he has continued this 
medication until the time of writing. — 

The patient has remained quite well, except for 
some limitation of his respiratory reserve due to 
widespread pulmonary fibrosis secondary to radi- 
ation. There has been no additional evidence of 
tumor spread, and serial roentgenograms of the 
lungs have shown little or no change in the past 
six years. The cancer appears to be arrested and 
probably cured six years after treatment. 
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In January, 1956, three years after the last dose 
of I'*', the patient submitted himself for evaluation 
of his fertility. Repeated studies of his ejaculate 
failed to reveal the presence of sperm. This observa- 
tion seemed most intriguing since he was previously 
known to be fertile and is the father of a child born 
in 1952. Biopsies were performed on specimens 
from both testes. Microscopic studies showed semi- 


Fig. 1.—Roentgenogram of chest, prior to thyroidectomy 
and radioiodine therapy, showing widespread fine nodules of 
metastatic carcinoma. 


niferous tubules to be much reduced in size. Mod- 
erate fibrosis of the tunica propria was present, but 
little change in the basement membrane was noted. 
There was a complete lack of germ cells in the 
tubules and no evidence of spermatogenesis. The 
Sertoli and Leydig cells appeared normal. Sections 
from both testes showed similar findings (fig. 3). 
The patient’s urine contained markedly increased 
amounts of pituitary gonadotropins, the titer being 
comparable to that of a castrated man. Urinary 
estrogen and 17-ketosteroid levels were within nor- 
mal range for men. 


Comment 


We were able to find only one published clinical 
report of radiation injury to the male gonads after 
large doses of radioiodine. Duffy and co-workers ' 
reported a 50-year-old man in whom metastatic 
thyroid carcinoma had been treated with I'*' and 
in whom a testis biopsy later revealed atrophic 
changes and absence of spermatogenesis. 

Radioiodine in large doses may disturb the men- 
strual cycle and produce transient amenorrhea. 
Maloof and co-workers * reported two instances in 
which menses failed to reappear after such treat- 
ment. In both these patients large osseous metas- 
tases were present in the pelvis, which were shown 
to concentrate I'*'. One of the patients died after 
receiving 2,000 mc. of I'*' over a five-year period, 
and an autopsy showed fibrosis and cortical atrophy 
of the ovaries. 
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Animal experiments designed to show the effects 
of an internally administered radioactive isotope 
demonstrate the testes to be quite vulnerable.’ Such 
studies reveal a rapid and complete recovery if 
radiation injury is minimal, but recovery almost 
never occurs when all stages of spermatogenesis 
are interfered with. There seems little likelihood of 
recovery of tubular function in our patient since 
there was no indication whatsoever of spermato- 
genesis three years after the last dose of I'*’ was 
administered. That the absence of sperm was due 
to seminiferous tubule defect and not secondary to 
pituitary failure was demonstrated by the presence 
of abnormally large amounts of gonadotropin in the 
patient’s urine. It is also noteworthy that the Leydig 
cells which appeared histologically normal were 
also functionally intact, as demonstrated by the 
normal amounts of estrogens and 17-ketosteroids 
in the patient’s urine. 


Fig. 2.—Photomicrograph of section from carcinomatous 
thyroid, showing predominantly papillary pattern (x 100). 


Maloof,’ in a follow-up study of patients treated 
with radioiodine, evaluated the function of the 
pituitary, adrenals, gonads, kidneys, liver, and 
hematopoietic system. There was surprisingly little 
harmful effect noted on the blood-forming organs. 
When such changes did occur they appeared as a 
transient decrease in the white blood cells, espe- 
cially in the lymphocytic series. One fatal case of 
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pancytopenia was described. One of us (H.K.) had 
a patient who received 125 mc. of I'*' for treatment 
of skeletal metastases from a thyroid carcinoma. 
The patient developed fatal pancytopenia. Marrow 
biopsy revealed the presence of cancer cells. 
Myeloid leukemia occurred in 2 of 16 patients 
reported by Seidlin,* appearing four and five years, 
respectively, after administration of cancericidal 
doses of radioiodine. Hypochromic anemia resistant 
to oral iron therapy has been noted. According to 
Rall and co-workers’ tracer studies with use of 
radioactively tagged iron demonstrated that the 
red blood cells in such patients do not use iron in 
a normal manner. 


Fig. 3. of specimen from testis, 
showing reduction in size of seminiferous tubules, some 
fibrosis of tunica propria, absent germ cells, no evidence of 
spermatogenesis, and normal Sertoli and Leydig cells 
(x 320). 


Radiation pneumonitis and fibrosis leading to 
varying degrees of pulmonary insufficiency have 
been reported in several patients receiving radio- 
iodine for the treatment of extensive pulmonary 
metastases.° In a few instances these changes were 
severe enough to cause death. The patient herein 
reported had considerable exertional dyspnea for 
many months after his second dose of radioiodine, 
due to widespread pulmonary fibrosis. These 
changes are abundantly manifested in his lungs at 
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the present time, although he tolerates mild exer- 
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tion with minimal dyspnea. His vital capacity is 
1,600 cc. (41% of the predicted normal value) and 
the one-second vital capacity is 1,500 cc. 

Our patient received medication with several 
drugs at various times, in addition to the treatment 
with radioiodine. Large doses of thiouracil were 
used as pretreatment for an extended period prior 
to each dose of radioiodine. He has received tri- 
iodothyronine continuously in sufficient dosage to 
maintain his metabolic rate near normal. Methyl- 
testosterone, 10 mg. daily, was given for several 
months during 1953. There is no evidence with 
which we are familiar that any of these agents 
produces testicular damage comparable to that de- 
scribed in this patient. The conclusion seems justi- 
fied that radiation injury resulting from treatment 
with I'*' is responsible for the patient’s damaged 
testes. 

Summary 

A 24-year-old man became sterile after he re- 
ceived 563 mc. of I'*' for pulmonary metastases 
from thyroid carcinoma. Testicular biopsies re- 
vealed histopathological changes consistent with a 
diagnosis of radiation injury, and we believe that 
these changes are responsible for his sterility. Prior 
to the radiation therapy the patient was known to 
be fertile. Results of hormone assays were com- 
patible with the histological changes noted in the 
testes. It is possible that long-term follow-up study 
of patients similarly treated will reveal more exam- 
ples of radiation injury to the male gonads. 


2311 N.W. Northrup St. (10) (Dr. Kammer). 


Dr. Warren O. Nelson of the Population Council, the 
Rockefeller Institute, reviewed the microscopic sections, Dr. 
William M. Laidlaw of the Endocrine Laboratory, University 
of Oregon Medical School, performed the hormone assays. 
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GLYCOGEN METABOLISM 


NE of the major advances of medical 
science was the demonstration of in vitro 
synthesis of glycogen by purified phos- 
phorylase. This discovery was the fore- 
runner of an explosive increase in knowledge of 
the processes of biosynthesis. The rapid unfolding 
of the nature of enzymatic reactions has revolution- 
ized biochemistry and is beginning to have a major 
impact on all aspects of biology and medicine. 

Concepts of the enzymatic reactions responsible 
for the biosynthesis of polysaccharides have been 
completely changed in the past 10 years as a result 
of the discovery of uridine nucleotides. According 
to recent reports,’ uridine diphosphate glucose is 
the key intermediate in the synthesis of glycogen. 
This nucleotide, originally discovered by Leloir * as 
the coenzyme involved in the interconversion of glu- 
cose and galactose, is composed of uracil, ribose, two 
phosphate groups, and glucose. The uridine portion 
of the molecule (uracil, ribose, and phosphate) is a 
component of ribonucleic acid. Like other nucleo- 
tides it serves a dual role, appearing as a component 
of ribonucleic acid and as a nucleotide to form a 
coenzyme involved in biosynthetic reactions. 

The discovery that uridine diphosphate glucose 
participates in the synthesis of glycogen indicates 
a hitherto unsuspected pathway for the formation 
of glycogen from glucose-l-phosphate. Earlier in- 
vestigations indicated that glycogen is formed by 
the following reaction: 

(1) glucose-1-PO, + PO, 
phosphorylase 
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The more recent publications suggest that glycogen 
is formed as follows: 

(2) uridine-diphosphate glucoseq— glycogen 
+ uridine diphosphate. 

Reaction 1 has an equilibrium which is displaced to 
the left, i. e., the breakdown of glycogen is favored. 
This is particularly true within the cell, since intra- 
cellular fluid contains a relatively high concentra- 
tion of phosphate. The second reaction is displaced 
toward the right, i. e., glycogen synthesis is favored. 

Uridine diphosphate glucose is formed from 
glucose-1-phosphate by the following reaction: 

(3) glucose-1-phosphate +- uridine triphosphate 
<=——uridine diphosphate-glucose + pyrophos- 
phate. 

Uridine triphosphate may be reformed from uridine 
disphosphate by the following reaction: 

(4) uridine diphosphate + adenosine triphos- 
phateq— uridine triphosphate + adenosine di- 
phosphate 
The net result of reactions 3 and 4 permits the use 
of energy supplied by adenosine triphosphate for 
the synthesis of glycogen. 

It thus appears that both reactions 1 and 2 repre- 
sent pathways for the formation of glycogen from 
glucose-1-phosphate. However, the difference be- 
tween the equilibriums of the two reactions suggests 
that reaction 1 may be a more suitable pathway for 
the breakdown of glycogen while reaction 2 may 
be more suitable for glycogen synthesis. Since both 
epinephrine and glucagon have been shown to be 
involved in the activation of phosphorylase, the 
enzyme catalyzing reaction 1, the ability of these 
two hormones to make glucose available may be 
explained by this reaction. 

The mechanism of synthesis of a large number of 
disaccharides and polysaccharides is similar to 
reaction 2. 

Numerous recent studies indicate that uridine 
diphosphate glucose is typical of a large family of 
uridine nucleotides which contain a variety of dif- 
ferent sugar moieties. The glucose may be sub- 
stituted by uronic acids, N-acetylated hexosamines, 
pentoses, or other monosaccharides. The appropriate 
nucleotides serve as donors of monosaccharide 
units by a series of reactions typified by equation 2. 
Already synthesis of sucrose, lactose, trehalose, 
cellulose, and hyaluronic acid have been shown to 
proceed by this mechanism. That this mechanism 
represents the general pathway by which mono- 
saccharides are transferred in nature seems likely. 
Many new examples of such reactions can be anti- 
cipated in the near future. 

The discovery of the role of uridine diphosphate 
glucose in glycogen synthesis opens new avenues 
for the study of carbohydrate metabolism. It seems 
likely that unexplained phenomena related to dis- 
turbances in human carbohydrate metabolism may 
find explanation as disturbances of this new path- 
way. The possible role of hormones in regulating the 
rate of these enzymatic reactions needs elucidation. 
New developments in this area may be confidently 
expected as a result of this important advance. 
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COUNCIL ON NATIONAL DEFENSE 


INDIVIDUAL SURVIVAL TRAINING 
Banning G. Lary, M.D. 


and 


Julian Rickles, M.D., Miami, Fla. 


With the ability of an enemy to deliver thermo- 
nuclear destruction on this nation, and because it 
has been estimated 50 million casualties would fol- 
low an all-out attack, it is mandatory that each per- 
son educate himself in survival techniques. To 
provide a shelter program, all states have now en- 
acted civil defense legislation. However, individual 
survival education of the citizens is a function of 
_ local government and is entirely voluntary on the 
part of the citizens. 

Civil defense personnel have developed various 
educational programs for the citizenry. In Dade 
County, Florida, only a minority of the public vol- 
unteer students finished these courses. It was felt a 
shorter fact-filled course would be better received. 
This course was to stress the prevention of death by 
prompt simple treatment. Through cooperation of 
the Dade County Medical Association with the 
Dade County Civil Defense organization, a program 
entitled, “Individual Survival Training” evolved. 

This program was divided into three two-hour 
weekly lectures given by physicians and paramedi- 
cal personnel. The first lecture consisted of an in- 
troduction to the basic concepts and the destructive 
potential of atomic and thermonuclear weapons. In 
addition, simple survival techniques were briefly 
discussed. Emphasis was placed on the storage of 
foods, the necessity for stockpiling a battery radio 
with which to receive Conelrad instructions, and the 
most effective types of shelter. The second portion of 
the first lecture consisted of a discussion of respira- 
tory obstructions and injuries. The second lecture 


discussed the treatment of the various types of 
lacerations and shock. Attention in the third lesson 
was directed to the treatment of fractures, burns, 
and artificial resuscitation. 

It was found the greatest number of people 
could be reached in the evening between the hours 
of 8 and 10 p. m. Physician training for the lectures 
consisted of briefings at which fundamentals of 
emergency care were reiterated. Physicians were 
encouraged to attend the civil defense programs 
offered by the armed services, and their expenses 
were partially defrayed from local civil defense 
budgets. 

While the audiences were told that many of the 
treatments recommended would be applicable in 
daily living, it was nevertheless stressed that atomic 
catastrophe-concepts necessitated short cuts from 
normally accepted treatments. It was pointed out 
that, with the knowledge obtained from the lectures, 
the audience could initiate “self-care” and “buddy- 
care” of a degree which would approximate that 
which a physician could render under catastrophic 
circumstances. It is believed that audience partici- 
pation in the question-answer technique was one of 
the most important steps used to clarify the material 
and that people were genuinely interested in learn- 
ing survival techniques. Community knowledge of 
the program far exceeded the attendance. This was 
made possible by the cooperation of the full-time 
and volunteer civil defense personnel, the P. T. A., 
and the press. 


MEDICAL FILM REVIEWS 


NEW FILM ADDED TO A. M. A. 
MOTION PICTURE LIBRARY 


Congestive Heart Failure: 16 mm., color, sound, showing 
time 10 minutes. Cleared for television. Technical Advisor: 
William D. Stroud, M.D., Philadelphia. Produced by Trans- 
film Incorporated for Merck Sharp and Dohme. Procurable 
on loan (service charge $1.00) from Motion Picture Library, 
American Medical Association, 535 N. Dearborn St. Chi- 
cago 10. 


By limited animation, this film first shows how 
the normal heart functions and then explains how a 
weakened heart reacts when excessive demands are 
made on it. High blood pressure, pregnancy, 


anemia, or respiratory infections put demands on 
the heart which cause already weakened muscle 
fibers to stretch and thicken, and the heart grows 
larger in order to pump enough blood. Congestive 
heart failure develops when no further enlargement 
is possible and the heart fails to do its work. Also 
covered in the film are specific remedial steps to 
improve the heart's efficiency, including the reduc- 
ing of the body’s demands on the heart and increas- 
ing the heart’s ability to pump out blood. It em- 
phasizes that with proper care, a patient with con- 
gestive heart failure has a good prospect of return- 
ing to a relatively normal life. This film is recom- 
mended for physicians who are called on to speak 
before high schools, parent teacher associations, 
and health education classes. 
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MEDICAL NEWS 


ALASKA 

Trudeau Society Organized.—The Alaska Trudeau 
Society was organized in Anchorage on Aug. 18. 
American Trudeau Society members residing in 
Alaska and other physicians interested in respiratory 
diseases attended this organizational meeting. The 
officers elected were: president, Dr. Francis J. Phil- 
lips, Anchorage; vice-president, Dr. Ernest W. 
Gentles, Bartlett; secretary-treasurer, Dr. Jose E. 
Silva, Anchorage. In addition to the officers, the 
following were elected to the executive committee: 
Dr. Jack W. Gibson, Juneau; Dr. John I. Weston, 
Fairbanks; and Dr. David L. Sparling, Mt. Edge- 
cumbe. 


ARIZONA 


Physicians Meeting in Tucson.—The American Col- 

lege of Physicians Arizona regional meeting will be 

held Saturday, Dec. 12, at the E] Conquistador 

Hotel, Tucson. The morning panel, “Lipids in 

Health and Disease,” will be moderated by Dr. 

Leslie R. Kober, Phoenix. A discussion and ques- 

tion-and-answer period will follow the panel. The 

program includes the following papers: 

Accumulated Experiences with the Artificial Kidney, Dr. 
Kenneth E. Johnson, Phoenix. 

Systemic Lupus Erythematosus, Dr. Harry E. Thompson, 

_ Tucson, 

Experimental Distention of the Human Gallbladder: 
Effect on the Electrocardiogram and Clinical Implica- 
tions, Dr. Howard Wakefield, Chicago. 

Cardiac Tumors, Dr. Meyer Markovitz, Phoenix. 

Myelofibrosis, Dr. Preston J. Taylor, Tucson. 

Extrapulmonary Coccidiodomycosis, Dr. Charles A. Janda, 
Tucson. 

Tissue Culture, Dr. Charles A. L. Stephens Jr., Tucson. 


At the banquet (7:30 p. m.) Dr. Howard Wakefield, 
Chicago, regent of the college, will present “Some 
Activities of the American College of Physicians.” 


CALIFORNIA 


Radiology Meeting in Los Angeles.—The 12th an- 
nual Midwinter Radiological Conference, sponsored 
by the Los Angeles Radiological Society, will be 
held at the Statler Hotel, Los Angeles, Jan. 30-31. 
Guest speakers will be Dr. John A. Evans, New 
York City; Prof. Knut Lindblom, Stockholm, Swe- 
den; Dr. James J. Nickson, New York City; and 
Dr. Ernest Rohan Williams, London, England. The 
conference fee of $20 includes two luncheon meet- 


Physicians are invited to send to this department items of news of 


general interest, for example, those relating to society activities, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 


ings featuring questions and answers. A banquet 
($7.50 per plate) will be held Jan. 30. Reservations 
may be made through Dr. Sidney D. Zucherman, 
3741 Stocker St., Los Angeles 8. Courtesy cards will 
be available to residents in radiology and radiolo- 
gists in the Armed Forces by advance registration, 
with reduced tariff for the luncheons and banquet. 


Society News.—At the last meeting of the California 
State Board of Medical Examiners held in Sacra- 
mento, the following officers were elected for 1959- 
1960: Dr. Leo J. Adelstein, Los Angeles, president; 
Dr. George S. Johnson, San Francisco, vice-president; 
and Dr. Louis E. Jones, Roseville, secretary-treas- 
urer.——The Los Angeles Obstetrical and Gyneco- 
logical Society, Inc., recently established a perma- 
nent office for the society at 5478 Wilshire Boulevard, 
Room 222, Los Angeles 36 (WEbster 4-1551). 
Officers for 1959-1960 are: president, Dr. Dan 
Golenternek, Beverly Hills; vice-president, Dr. John 
L. Gaspar; and secretary-treasurer, Dr. Leon J. 
Shulman. Meetings are held on the second Tuesday 
in September, November, January, March, and 
May.——The 1959-1960 officers of the Los Angeles 
Radiological Society elected in June who took office 
in September are: president, Dr. Putnam C. Ken- 
nedy, Glendale; vice-president, Dr. Robert E. Rick- 
enberg, Los Angeles; treasurer, Dr. Robert B. 
Engle, Pasadena; secretary, Dr. Denis C. Adler, Los 
Angeles. The society meets the second Wednesday 
of September, November, March, April, and June, 
at the Los Angeles County Medical Association 
Building ——The Los Angeles County Heart Asso- 
ciation has announced that its new headquarters 
for Los Angeles county are at 2405 W. Eighth St. 
(corner of Eighth and Parkview), Los Angeles 52 
(DUnkirk 5-4231). The headquarters were formerly 
located at 660 S. Western Ave. 


COLORADO 


Conference on Prematurity.—Authorities from the 
18 premature infant centers in the U. S. and 
Hawaii met for a Conference of Premature Infant 
Center Directors and Obstetricians Nov. 9-10 in 
Denver. Main purpose of the conference was a poll- 
ing of knowledge as to the cause of prematurity 
and its prevention. The conference was supported 
by a grant from the U. S. Children’s Bureau, and 
was also sponsored by the Colorado State Health 
Department and the University of Colorado School 
of Medicine. The program included a panel discus- 
sion Nov. 9 on the causes of respiratory distress and 
other ills of the newborn, and an afternoon review 
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of surgical technique of cervical surgery. The scien- 
tific program Nov. 10 included a review of research 
programs at the various centers. 


FLORIDA 

Society News.—The Florida West Coast Radiology 
Society elected the following officers for the coming 
year: Dr. Charles M. Gray, Tampa, president; Dr. 
James T. Shelden, Lakeland, vice-president; and 
Dr. Joseph C. Rush, St. Petersburg, secretary-treas- 
urer. The society meets quarterly at the Tampa 
Terrace Hotel._—At the 27th annual meeting of 
the Florida Radiological Society the new officers 
for 1959-1960 were elected as follows: president, 
Dr. Russell D. D. Hoover, West Palm Beach; presi- 
dent-elect, Dr. John S. Stewart, Fort Myers; vice- 
president, Dr. Alfred G. Levin, Miami; treasurer, 
Dr. Ivan Isaacs, Jacksonville; and secretary, Dr. 
John P. Ferrell, 166 4th Ave., St. Petersburg. 


GEORGIA 

Personal.—Dr. Winston E. Burdine, Atlanta, Na- 
tional Commander of AMVETS, accepted an ap- 
pointment as chairman of the advisory board of the 
American Association of Doctors’ Nurses, according 
to an announcement by Mr. Bob Bickford, execu- 
tive director of the association, a nonprofit organiza- 
tion whose purpose is “to bring recognition to the 
nurse who works in a doctor's office."——Dr. John 
M. Wilkins, St. Mary’s Hospital, Athens, was elected 
secretary of the Crawford W. Long Medical Society. 


ILLINOIS 

Report on Deaths from Malignant Neoplasms.—The 
State of Illinois Department of Public Health re- 
leased a statistical summary on Illinois residents, 
through the year 1957, entitled “Malignant Neo- 
plasm Deaths.” Total deaths from cancer among 
Illinois residents indicate a continuing increase, 
with 14,500 reported in 1950 and 16,333 reported in 
1957. Although there were 14,379 deaths reported 
in 1949 indicating the stomach as the site with 
highest incidence (1,706), figures for 1957 show a 
decrease in deaths for stomach cancer (1,505). The 
highest incidence of cancer with regard to site for 
1957 was that of the large intestine (except rectum) 
with 1,894 deaths and the second and third were 
the stomach and the breast (1,470). The number of 
deaths from leukemia was 709 in 1957 compared 
with 376 in 1941, with the highest number of cases 
in the 70-79 age group (152 cases). Deaths from 
cancer of the lung for 1957 numbered 2,019, which 
represents a continuing increase for each year from 
1941, when 639 were reported. The largest percent- 
age of distribution for 1957 for deaths from cancer 
of the lung, trachea, bronchus, and pleura, was 
37.2% for the 60-69 age group. 
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Chicago 

Surgeons Present Lecture Series.—The fourth series 

of lectures of the International College of Surgeons 

Hall of Fame and the School of the History of Sur- 

gery and Related Sciences at the Hall of Fame 

began Oct. 20 with Dr. Leon Unger, associate pro- 

fessor of internal medicine and allergic diseases, 

Northwestern University, presenting “The History 

of Allergy.” On Nov. 24 Dr. Walter C. Alvarez, 

professor emeritus of the University of Minnesota, 

Minneapolis, presented “The History of Gastro- 

enterology.” Subsequent lectures are as follows: 

Jan. 12—The Physician as a Book Collector—Notes on Fam- 
ous Libraries, Mr. Herman Henkle. 

Feb. 2—Highlights of Orthopedic Surgery, Dr. Philip Lewin. 

Feb. 23—The Bookplates of Physicians, Dr. Morris Fishbein. 

March 15—The History of Blood Transfusion, Dr. Richard 
Lewisohn, New York City. 

April 5—The History of Pulmonary Tuberculosis, Dr. Jerome 
R. Head Jr. 

April 26—Nicholas Senn and the Medical Center of Chicago, 
Dr. Manuel E. Lichtenstein. 

~ 10—Architects of Chicago Medicine, Dr. Frederick 

tenn. 


Personal.—Dr. Frederick Steigmann, director of clin- 
ical investigation of the Hektoen Institute for Medi- 
cal Research of Cook County Hospital, invited to 
the Argentinian Gastroenterology Congress in Cor- 
doba (Aug. 16-21), also presented papers before 
gastroenterological groups in Caracas (Venezuela), 
Rio de Janeiro ( Brazil), Buenos Aires (Argentina), 
Lima (Peru), and Tegucigalpa (Honduras). He 
was given honorary membership in the Argentinian 
Gastroenterological Association, the Society of In- 
ternal Medicine and the Pathological Society of 
Buenos Aires, and the Gastroenterological Society 
of Peru.——Dr. James J. Callahan, chairman of bone 
and joint surgery at Loyola University’s Stritch 
School of Medicine, was named chairman of the 
new Loyola Medical Loyalty Fund. Dr. Callahan 
served as co-chairman of a 20-man medical school 
planning committee which recommended the con- 
struction of a multi-million dollar medical center on 
54 acres in northwest Chicago on the Skokie (Ill. ) 
border. 


KANSAS 

Accidental Farm Deaths in 1959.—The Division of 
Vital Statistics of the Kansas State Board of Health 
has issued its 29th annual Agricultural Accidental 
Death Report. The tractor is still the greatest cause 
of farm work accidental deaths in Kansas, as it has 
been for a number of years. The 16 deaths caused 
by tractor accidents last year were five fewer than 
the 1957 toll. The total of 43 persons who were fa- 
tally injured while doing farm work in 1958 is a drop 
from 50 killed in 1957, and equals the previous low 
record of such deaths in 1956. Burns caused seven 
deaths, more than in any year since 1945. There 
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were six deaths due to falls, and six to farm machin- 
ery other than tractors; three were caused by vehic- 
ular accidents, and one each by suffocation, 
lightning, drowning, firearms, and animal injury. In 
the last 10 years, persons in age groups past 60 years 
suffered the most fatal injuries while engaged in 
farming activities, with 42% of the total. Agriculture 
ranks first, in terms of on-the-job accident fatalities 
in Kansas, with 39% of the total occupational deaths 
from 1954-1958 inclusive. However, agriculture is 
the major Kansas industry, using nearly one out of 
every five employed persons. 


MARYLAND 

Foreign Lecturer.—Mr. W. Stanley Walton, profes- 
sor of public health, The London School of Hygiene 
and Tropical Medicine, London, England, presented 
“The Thousand Family Survey in Newcastle Upon 
Tyne” as a public lecture, at the School of Hygiene 
and Public Health, Johns Hopkins University, Balti- 
more, on Nov. 20. 


MASSACHUSETTS 

Dr. Stanier Gives Annual Lecture.—The third 
annual J. Howard Mueller Memorial Lecture, hon- 
oring the late head of the department of bacteriol- 
ogy and immunology at the Harvard Medical 
School, was given by Roger Stanier, Ph.D., of the 
University of California at Berkeley. His subject 
was “Bacterial Photosynthesis.” Dr. Mueller, whom 
the lecture honors, was, at the time of his death in 
1954, a Charles Wilder Professor of Bacteriology 
and Immunology at Harvard. 


Dr. O'Brien Receives Radiology Award.—The Gold 
Medal of the Radiological Society of North America 
was presented Nov. 19 to Dr. Frederick W. O’Brien, 
of Boston. The presentation ceremony took place 
during the 45th annual meeting of the society in 
Chicago. The medal was presented by Dr. Laurence 
L. Robbins, Boston, president of the society and di- 
rector of radiology at the Massachusetts General 
Hospital. Dr. O’Brien is past-president of the Ameri- 
can Radium Society and in 1947 became president 
of the Radiological Society of North America. He is 
emeritus professor of radiology of Tufts University 
Medical School, his alma mater. Dr. O’Brien con- 
tinues his activities as a trustee of the American 
Board of Radiology. 


Grant for Research Building.—A matching grant of 
$1,369,460 by the United States Department of 
Health, Education, and Welfare was awarded to the 
Harvard School of Public Health for the first stage 
in the construction of a nine-story research building. 
The new building will be erected adjacent to an 
existing structure housing a portion of the school’s 
research activities at the southeast corner of Hunt- 
ington Avenue and Shattuck Street in Boston. The 
proposed research building will be of brick, con- 
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crete and steel construction, and will house labora- 
tories for research in environmental health and 
nutrition. About 38,000 square feet of space will be 
available for research, maintenance, and _ service 
activities. Construction is expected to start in mid- 
1960. The first portion will include a sub-basement 
and basement to house the engineering activities of 
the school’s recently created division of environ- 
mental hygiene. The first four floors above the 
ground will be concerned with the division’s re- 
search relative to the effect of radioactive fallout 
and air pollution. A portion of this space is being 
planned to house the school’s research program in 
aviation health and safety, space biology, and high- 
way safety. Research activities of the school’s de- 
partment of nutrition will be placed in the upper 
four floors of the new building. A second phase of 
the building program, being studied, looks to the 
addition of four more floors for future growth and 
development of the school. 


NEW JERSEY 

Hospital Plans Expansion.—Riverside Hospital has 
announced expansion plans calling for the erection 
of a new wing designed to expand its facilities for 
the care of medical and surgical patients by 50%. 
Plans have been under way for some time for a 
Riverside Hospital Expansion Fund drive to raise 
$110,000 to build and equip the new wing. Plans 
include a new maternity wing to house 12 beds and 
corresponding bassinets. The present maternity 
wing will be turned over to medical-surgical use 
and rearranged to accommodate 24 beds, of which 
16 will be adult beds, including 4 single-room beds, 
and 8 will be beds for patients in pediatrics. The 
hospital's medical-surgical facilities will be in- 
creased by 50% and the number of available single- 
room beds by 100% by adding the proposed wing. 
Riverside Hospital became the fifth hospital in Mor- 
ris County when it opened its doors to the public 
in November, 1955, as a nonsectarian community 
hospital. 


NEW YORK 

Symposium on Metabolism.—“Salt and Water Me- 
tabolism” will be the subject of a two-day sympos- 
ium to be held by the New York Heart Association 
at the Hotel Biltmore, New York City, Dec. 11-12. 
Dr. Alfred P. Fishman, chairman of the association’s 
Scientific Sessions Committee, is in charge of the 
program, and 23 speakers will take up all phases of 


the subject. Topics to be considered include Theory 


of Solutions; Intrarenal Sites of Salt and Water Ex- 
change; Extrarenal Salt and Water Metabolism; 
and Extrarenal Regulation of Salt and Water Ex- 
change. Dr. Karl J. Ullrich, University of Gottingen, 
Germany, will speak on “Functions of the Collect- 
ing Duct.” An after-dinner address that evening will 
be given by George Wald, Ph.D., of Harvard Uni- 
versity, Boston, entitled “Salt, Water and Vertebrate 
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Metamorphosis.” Application for registration should 
be made to Dr. Alfred P. Fishman, % N. Y. Heart 
Association, 10 Columbus Circle, New York 19. No 
fee is involved. 


Personal.—Dr. Francis O. Harbach, clinical profes- 
sor of urology at the Upstate Medical Center, Syra- 
cuse, was elected president of the northeast section 
of the American Neurological Society. Dr. Harbach 
was secretary-treasurer of the organization from 
1952-1958.-—Dr. Selig H. Katz, Albany, was ap- 
pointed an assistant director of the New York State 
Health Department’s Bureau of Maternal and Child 
Health. Dr. Katz will be assistant director for 
Maternity and Newborn Services. 


OHIO 

Society News.—The following officers of the Ohio 
Society of Anesthesiologists were elected Sept. 19: 
president, Dr. John P. Garvin, Columbus; vice- 
president, Dr. DeForest W. Metcalf, Youngstown; 
and secretary-treasurer, Dr. Nicholas G. DePiero, 
Cleveland.——The annual election of the American 
Medical Women’s Association of Cincinnati, Branch 
II, was held with the following officers elected: 
president, Dr. Ruth C. Ferris, Cincinnati 20; vice- 
president, Dr. Henrietta M. Miller, Cincinnati 8; 
treasurer, Dr. Eileen M. O’Ferrell, Cincinnati 11; 
and secretary, Dr. Mary M. Martin, 3035 Clifton 
Ave., Cincinnati 20. 


PENNSYLVANIA 

State Society Changes Name.—At the 109th annual 
session of the Medical Society of the State of Penn- 
sylvania in Pittsburgh Oct. 18-23 the name of the 
organization was officially changed to the Pennsyl- 
vania Medical Society. 


Society News.—At the June 10 meeting of the Pitts- 
burgh Roentgen Society the following officers were 
elected for 1959-1960: president, Dr. Lewis E. Etter; 
vice-president, Dr. Theron B. Childs; secretary, Dr. 
Charles N. Chasler, Elizabeth Steel Magee Hos- 
pital, Pittsburgh 13; and treasurer, Dr. Julius W. 
Ambrose. 


Philadelphia 

Dr. Richards Receives Flexner Award.—Dr. Alfred 
N. Richards, emeritus professor of pharmacology 
and former vice-president for medical affairs at the 
University of Pennsylvania, received the Association 
of American Medical Colleges Abraham Flexner 
Award for “long and distinguished service to medi- 
cal education” on Nov. 2. The award was estab- 
lished in 1958 in the name of the man who presented 
a report on the teaching of medicine in 1910 which 
led to a “revolution in medical education, forced 
the closing of many below-standard medical schools, 
and laid the basis of medical education as it is known 
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today.” Dr. Richards, 83, was chairman of the Com- 
mittee on Medical Research of the Office of Scien- 
tific Research and Development from 1941 to 1946 
and was president of the National Academy of Sci- 
ences from 1947 to 1950. 


Dr. Wolman Named Department Chairman.—Dr. 
Irving J. Wolman was named chairman of the de- 
partment of pediatrics, the Graduate School of Med- 
icine, University of Pennsylvania. Dr. Wolman will 
continue his duties at the Children’s Hospital, where 
he is director of the division of hematology and 
blood bank and the division of microbiology and 
clinical pathology. He is editor of the Quarterly Re- 
view of Pediatrics and a member of the editorial 
staff, American Journal of Medical Sciences. 


TEXAS 

Neurological Symposium in Houston.—The eighth 
annual symposium of the Houston Neurological So- 
ciety will be held in the Texas Medical Center 
March 10-12, 1960. This program will consist of two 
sections, the first devoted to “Prenatal and Peri- 
natal Factors in Neurological Disease,” and the sec- 
ond concerned with “Pathogenesis and Treatment 
of Hydrocephalus.” Participants will include Dr. 
Samuel P. Hicks, Boston; Dr. Russell J. Blattner, 
Houston; Marjorie M. Nelson, Ph.D., Berkeley, 
Calif.; William F. Windle, Ph.D., Bethesda, Md.; 
George W. Anderson, Providence, R. I.; Donald 
Matson, Boston; and Robert H. Pudenz, Pasadena, 
Calif. Interested clinicians and research workers are 
invited to attend and participate in the discussions. 
Registration fee is $10. 


Society News.—New officers of the Texas Academy 
of General Practice are: Dr. Ewing S. McLarty, 
Galveston, president; Dr. Edwin W. Schmidt, Pecos, 
vice-president; Dr. Jack M. Partain, San Antonio, 
president-elect; Dr. Lawrence W. Johnson, Houston, 
treasurer; and Mr. Donald C. Jackson, Austin, exec- 
utive secretary.——Lieut. Col. Albert J. Bauer, as- 
sistant chief of Brooke Army Hospital's radiology 
service, is the newly elected president of the 
Civilian—Military Radiological Society of San An- 
tonio. Other officers are Dr. Joe C. Rude, Austin, 
vice-president, and Dr. Hugo F. Elmendorf Jr., 
San Antonio, secretary-treasurer. The society meets 
the third Wednesday of each month at the Fort 
Sam Houston Officer’s Club for dinner followed by 
x-ray film reading. 


Personal.—Dr. Randolph Lee Clark Jr. director of 
the University of Texas M.D. Anderson Hospital 
and Tumor Institute in Houston, was installed as 
president of the Alumni Association of the Mayo 
Foundation for Medical Education and Research, 
Oct. 8. He succeeds Dr. James F. Weir, of Roches- 
ter, Minn.——Dr. Lawrence E. Lamb, San Antonio, 
was named director of consultative services at the 
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School of Aviation Medicine, Brooks AFB. Dr. 
Lamb is also chief of the school’s department of 
internal medicine. The School of Aviation Medicine 
is the aeromedical indoctrination and research cen- 
ter of the USAF Air University, which has its head- 
quarters at Maxwell AFB, Alla. 


WASHINGTON 

Personal.—Two physicians associated with Johns 
Hopkins University School of Medicine, Baltimore, 
were appointed to joint positions with King County 
Hospital and the University of Washington School 
of Medicine, Seattle. Dr. Robert G. Petersdorf, 
assistant professor of medicine at Johns Hopkins, 
will become director of the medical service at King 
County Hospital and associate professor of medicine 
at the medical school. Dr. James R. Cantrell, asso- 
ciate professor of surgery at Johns Hopkins, was 
named director of surgery at King County Hospital 
and professor of surgery at the university. Dr. 
Petersdorf will assume his new duties Jan. 1 and 
Dr. Cantrell on June 1 of next year.——Dr. John R. 
Hogness, medical director of the University of 
Washington Hospital, Seattle, was appointed assist- 
ant dean of the School of Medicine. Dr. Hogness 
assumed the post vacated Sept. 1 by Dr. James W. 
Haviland, who resigned to enter full-time practice. 
Dr. Hogness will continue as the hospital’s medical 
director, dividing his time between the two posi- 
tions. 


WISCONSIN 

Dr. Davis Goes to India.—Dr. Milton Davis Jr., of 
Madison, will leave in January for Ludhiana, Pun- 
jab, India, where he will work as a medical mission- 
ary at the Christian Medical College Hospital. A 
native of Midway, Ky., Dr. Davis had three years of 
training in anesthesia at the University of Wiscon- 
sin, after which he held teaching appointments at 
the universities of Illinois, Louisville, and Wiscon- 
sin. At the Christian Medical College Hospital, 
which is supported by the Indian government and 
interdenominational Protestant efforts, Dr. Davis 
will be engaged in clinical practice and teaching. 
His wife will help at the hospital as a secretary and 
his four children will accompany him, the three 
older ones attending Woodstock School, Mussoorie, 
India. Dr. Davis will be sponsored by the Board of 
Missions of the Methodist Church. 


GENERAL 

Study of Availability of Research Information.— 
The Institute for Advancement of Medical Com- 
munication was awarded a grant by the National 
Science Foundation for a study of “The Metabolism 
of New Scientific Information.” The chief aim of 
this project is to investigate the processes by which 
new information resulting from cardiovascular and 
endocrine research becomes generally available to 
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the scientific community. Dr. Richard H. Orr, New 
York City, executive director of the institute, will 
serve as principal investigator. 


Rheumatism Meeting in Detroit.—The sixth interim 
scientific session, the 25th anniversary program, of 
the American Rheumatism Association will be held 
Dec. 11 at the Henry Ford Hospital, Detroit, under 
the presidency of Dr. Charley J. Smyth, Denver. 
Ten papers are scheduled for the two plenary ses- 
sions and a total of 24 papers will be presented at 
two morning (11 a. m.) and two afternoon (3:30 
p. m.) concurrent sessions. Twenty-seven papers 
will be read by title. A banquet is planned for 
7:30 p. m. For information, write Mr. G. W. Speyer, 
580 Park Ave., New York 21, Executive Secretary. 


Annual Institute of Group Psychotherapists.—The 
American Group Psychotherapy Association, Inc., 
will hold its fourth annual institute, stressing “The 
Group Therapist—His Personality, Training, and 
Functions,” Jan. 27-28, 1960, at the Henry Hudson 
Hotel, 353 W. 57th St., New York City. The 17th 
annual conference of the association will follow on 
Jan. 29-30 at the Henry Hudson Hotel. For program 
information, write The American Group Psycho- 
therapy Association, Inc., 1790 Broadway, New York 
City 19. Dr. Cornelius Beukenkamp Jr., Great Neck, 
N. Y., is chairman of the publicity committee. 


Registry for Ophthalmologists and Otolaryngolo- 
gists.—“To facilitate the growth of academic oph- 
thalmology and otolaryngology in both clinical and 
basic science areas in the various medical schools 
and associated hospitals and institutions across the 
country,” an Employment Registry for Scientists 
has been established by the American Academy of 
Ophthalmology and Otolaryngology. The registry 
will serve to aid in the placement of candidates 
completing training who desire academic and in- 
vestigative positions and it will also facilitate the 
replacement of those already in such positions who 
desire to take a different position. The registry will 
be operated by the academy without fee or obliga- 
tion. For information, write Dr. William L. Benedict, 
15 Second Street, S. W., Rochester, Minn., Secretary- 
Treasurer. 


Prizes for Monographs.—The American Academy of 
Arts and Sciences announced its monograph prizes 
for 1960, awarded annually to the authors of un- 
published monographs, one each in the field of hu- 
manities, social sciences, and physical and biological 
sciences. For each of the three, $1,000 awards are 
given. Monographs are defined for the purposes of 
these awards as a “scholarly contribution to knowl- 
edge, too long for an article in a learned journal and 
too specialized for a general book.” Recipients will 
be expected to make their own arrangements for 
publication. For information, write Committee on 
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Monograph Prizes, American Academy of Arts and 
Sciences, 280 Newton St., Brookline Station, Boston 
46, Mass. The final date in 1960 for receipt of manu- 
scripts by the committee is Oct. 1. Awards will be 
announced in December. 


Psychoanalytic Meeting in New York City.—The 
fall meeting of the American Psychoanalytic Asso- 
ciation is being held Dec. 4-6, at the Biltmore 
Hotel, New York City. Robert Waelder, Ph.D., of 
Philadelphia, will give the principal scientific ad- 
dress. The following panel discussions are sched- 


uled: 


The Role of the Dream in Child Analysis. 

Psychoanalysis and Ethology. 

An Examination of Nosology According to Psychoanalytic 
Concepts. 

Theoretical and Clinical Aspects of Overt Male Homosex- 
uality. 


For information, write to the Acting Executive 
Secretary, 36 W. 44th St., New York 36. 


New Journal of Neurology.—The World Federation 
of Neurology, international group representing 
neurology societies in 42 nations, announced its new 
medical journal, World Neurology. Scheduled for 
monthly publication beginning July, 1960, World 
Neurology medical papers will be printed in four 
languages—French, German, English, and Spanish. 
Editorial offices will be in the United States, and the 
journal will be published by Lancet Publications, 
division of Modern Medicine Publications, Inc., 
Minneapolis. Editor-in-chief is Dr. Charles M. Poser, 
University of Kansas School of Medicine, currently 
on leave as medical executive officer to the world 
federation. Associate editors are Dr. Pearce Bailey, 
director of international neurological research, Na- 
tional Institute of Neurological Diseases and Blind- 
ness, Bethesda, Md., and Dr. Ludo van Bogaert, 
Antwerp, president of the WFN. Medical authorities 
from 26 nations have been named to the editorial 
board and consulting editorships. 


Two Physicians Win Medical Nobel Prize.—The 
1959 Nobel Prize in medicine was awarded Oct. 15 
to Dr. Severo Ochoa, of New York University Col- 
lege of Medicine, New York City, and Dr. Arthur 
Kornberg, Stanford University School of Medicine, 
Stanford, Calif. The two physicians, who will share 
the more than $42,000 cash award, were selected 
by the Swedish Royal Caroline Institute of Medi- 
cine and Physiology for the professional and mone- 
tary honors awarded since 1901 under the will 
of Alfred Nobel, the Swedish inventor of dynamite. 
The citation announced the prize was for the dis- 
coveries by Dr. Ochoa and Dr. Kornberg “of the 
mechanisms in the biological synthesis of ribonu- 
cleic acid and desoxyribonucleic acid.” Dr. Korn- 
berg was born in Brooklyn and Dr. Ochoa is a 
naturalized American born in Luarca, Spain. 
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Grants Available for Metabolism Research.—The 
National Vitamin Foundation announced that its 
current major interest is in the support of research, 
preferably on man, “most likely to advance our un- 
derstanding of the diverse metabolic functions of 
the vitamins.” The foundation encourages research 
on vitamin nutrition and metabolism in the areas of 
(1) mental health and (2) side-reactions due to 
drugs and invites applications for grants-in-aid of 
such research from interested and qualified investi- 
gators. The new research interests of the foundation 
do not eliminate consideration by the foundation of 
applications for grants-in-aid of research on other 
aspects of vitamin metabolism and nutrition. Appli- 
cation forms for grants-in-aid may be obtained from 
the offices of the foundation at 149 E. 78th St., New 
York 21. Action is taken on applications twice each 
year, in the spring and fall. For grants to be effective 
July 1, applications should be mailed to the founda- 
tion before the preceding March 1; for January 
grants, applications should be in the possession of 
the foundation by Sept. 1. 


Award Offered by Obstetricians and Gynecologists. 
—The Central Association of Obstetricians and 
Gynecologists offers an annual award of $250 for 
outstanding investigative or clinical work in obstet- 
rics and/or gynecology. Any accredited physician, 
research worker, or medical student living within 
the geographic confines of the association is eligible. 
Papers must be written expressly for this competi- 
tion and they must be original, not having been 
previously presented or published. It is customary 
that the winning papers be presented at the annual 
meeting, the next of which will be held in Kansas 
City, Mo., Oct. 6-8, 1960. Manuscripts should be 
submitted to the secretary in triplicate, accom- 
panied by an abstract not to exceed 150 words. No 
author's identification shall be shown on any of the 
three copies; the only identification shall be a cover- 
ing letter addressed to the secretary. Manuscripts 
should be in the hands of the secretary by not later 
than July 6, 1960. For information, write Dr. Her- 
man L. Gardner, secretary, 6410 Fannin St., Hous- 
ton 25, Texas. 


Television Program in Dallas.—A 30-minute tele- 
vision program, “The Other Side of the Sun,” will 
originate from the 13th American Medical Asso- 
ciation clinical meeting in Dallas for broadcast on 
stations in four cities. The program, one of the 
series of Merck, Sharp & Dohme “Ask Your Doc- 
tor” television reports, is presented in cooperation 
with the A. M. A. “The Other Side of the Sun,” 
seen on Dec. 3 on KFJZ-TV Dallas-Fort Worth, 
and on KHOU-TV Houston, will also be shown 
at 8 p. m., Sunday, Dec. 6, on KPHO-TV (channel 
5), Phoenix, Ariz., and at 10:30 p. m., Monday, 
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Dec. 7, on KSL-TV (channel 5), Salt Lake City. 
Program material is based on the “Sunlight and 
the Skin” symposium, a special feature of the Dal- 
las scientific exhibit program, sponsored by the 
A. M. A. Committee on Cosmetics. Featured on 
the program are Dr. James B. Howell, Dallas; Dr. 
Rudolf L. Baer, New York City; and Harold F. 
Blum, Ph.D., Bethesda, Md. Network television 
personality Don Herbert moderates “The Other 
Side of the Sun.” 


Diagnostic Study for Children with Convulsive Dis- 
orders.—Children suffering from convulsive disor- 
ders may now obtain a complete diagnostic work-up 
at the National Children’s Rehabilitation Center, 
Leesburg, Va. Charles Kram, Ph.D., center director, 
said the new service was launched “in an attempt 
to make it possible for children to obtain a complete 
diagnostic study in one facility where reports on the 
numerous examinations can be pulled together and 
a course of future treatment can be developed.” The 
new service is open to children between 7 and 18 
years old from all parts of the country. The fee for 
the service will be determined by what each family 
can afford to pay. The remainder of the cost will be 
assumed by the Federal Association for Epilepsy, 
a charitable nonprofit organization with headquar- 
ters at 1720 F St., N. W., Washington, D. C. Appli- 
cation for the service can be made by parents or 
referring physicians by writing to the Office of 
Admissions, National Children’s Rehabilitation 
Center, Leesburg, Va. The center’s major project is 
to provide a residential treatment and rehabilitation 
program on a year-around basis for those children 
having seizures. The new diagnostic service will be 
carried out over a period of from 15 to 30 days, 
during which the child will remain in residence at 
the 200-acre center. 


Scientists Meeting in Chicago.—The 126th meeting 
of the American Association for the Advancement 
of Science will be held at the Morrison Hotel, 
Chicago, Dec. 26-31. All 18 sections of the associa- 
tion will have programs and about 90 affiliated 
societies will participate. Symposiums to be pre- 
sented include the following: How Attitudes Affect 
Disease Control, The Changing Role of Mortality 
in American Family Life, Population and World 
Economic Development, Space Medicine, Genetics 
of Behavior, and One's Teeth and Aging. The 
presidential address will be given by Wallace R. 
Brode, Ph.D., Washington, D. C. Nine awards will 
be announced, including two for the AAAS-Wes- 
tinghouse Science Writing Awards. The AAAS is a 
nonprofit organization with a four-fold aim: To 
further the work of scientists, to facilitate co- 
operation among scientists, to make science more 
effective in promoting human welfare, and to in- 
crease public understanding of science. Headquar- 
ters are at 1515 Massachusetts Ave., N. W., Wash- 
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ington 5, D. C. The executive officer is Dael L. 
Wolfle, Ph.D. Sidney S. Negus, Ph.D., Medical 
College of Virginia, Richmond, is in charge of 
public information for the meeting. 


Select Chief Medical Officer of Project HOPE.— 
Dr. Paul E. Spangler, of Monterey, Calif., has been 
selected as senior medical officer of Project HOPE, 
the undertaking which will send the hospital ship 
Consolation to Southeast Asia early next year in an 
effort to bring advanced medical training to the 
health professions of friendly countries overseas. 
The permanent hospital staff aboard ship will be 
made up of 15 physicians, 2 dentists, 20 nurses, and 
about 20 auxiliary medical personnel. In addition, 
about 35 physicians will be flown to the ship every 
four months on a rotating basis. A graduate of 
Harvard Medical School, Boston, Dr. Spangler, 
who is a diplomate of the American Board of 
Surgery, recently retired from the U. S. Navy. He 
had served as chief of surgery on the U. S. hospital 
ship Repose, a sister-ship of the Consolation. The 


The USS Consolation, mothballed Navy hospital ship at 
anchor in San Francisco Bay. 


3.5 million dollars needed to operate the ship for 
a year is currently being raised through voluntary 
contributions by individuals, corporations, busi- 
nesses, labor unions, and other groups throughout 
the country. 


Senate Study of International Health.—A review of 
the world health is being conducted by the Com- 
mittee on Government Operations of the United 
States Senate. Under special legislation approved in 
August, 1958, this committee was directed to make 
a “comprehensive review of any and all matters re- 
lating to international health research, assistance, 
and rehabilitation.” A one-year appropriation was 
approved in January for the study. The review is 
being carried out by a Standing Subcommittee on 
Reorganization and International Organizations, 
under the chairmanship of Senator Hubert H. Hum- 
phrey, of Minnesota. The Senate study has thus far 
issued five publications. It expects to issue as many 
as 15 more publications prior to a general report 
which it will file by Jan. 31, 1960. The five initial 
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publications “International Medical Research,” a 
117-page history of discoveries in cancer, heart dis- 
ease, arthritis, neurological and mental disorders, 
allergies and infectious diseases, and others; “Statu- 
tory Authority for Medical and Other Health-Re- 
lated Research in the United States Government,” 
66 pages; “The Status of World Health,” 81 pages of 
chart and text on the world-wide incidence of ma- 
laria, schistosomiasis, yaws, tuberculosis, trachoma, 
yellow fever, etc; Senator Humphrey's Personal 
Tribute and Report on the World Health Organiza- 
tion, 145 pages; and “Cancer—A World-Wide Men- 
ace,” 40-page study showing unusual patterns on in- 
cidence of lung, breast, stomach, and other types of 
cancer in various countries. Each of the publica- 
tions is available on request to the Committee in its 
office: Room 162, Old Senate Office Building, Wash- 
ington 25, D. C. 


Fellowships Available for Arthritis Study.—The Na- 
tional Foundation announced the availability of 
fellowships for clinical study in arthritis and related 
disease for physicians “who have an interest in rheu- 
matic diseases and who intend to apply their knowl- 
edge of these diseases to clinical service, teaching, or 
research.” Only physicians licensed, or eligible for 
licensure, to practice in the United States and who 
have had at least two years of specialty training ac- 
ceptable to the appropriate American board (or 
equivalent training) are eligible. All applicants 
must be citizens of the United States. The candidate 
should propose a program of full-time study in a 
hospital (preferably university-affiliated) which 
offers a well-developed program in arthritis and re- 
lated diseases. The major portion of his time should 
be spent in clinical service, but a small amount may 
be devoted to research and teaching. Fellowships 
are awarded for a minimum of one year but may be 
renewed. Financial support for the fellow is $4,500 
a year with $540 allowed annually for each depend- 
ent. Annual increases of $480 are ordinarily granted. 
Under unusual circumstances higher stipends may 
be permitted. For a full academic program, com- 
plete tuition and fees are paid; for other programs, 
a sum not to exceed $1,250 including tuition may be 
arranged. Application must be received by Feb. 1 
for consideration about May 1, 1960; by Aug. 1 for 
consideration Nov. 1, 1960; and by Nov. 1, for con- 
sideration Feb. 1, 1961. 


Society News.—The American Society of Clinical 
Hypnosis held its second annual program in Chi- 
cago, Oct. 9-11. Dr. Milton H. Erickson, Phoenix, 
Ariz., was the retiring president. The new officers 
for 1959-1960 are: president, Frank A. Pattie, Ph.D.., 
Lexington, Ky.; president-elect, Dr. Herbert Mann, 
San Jose, Calif.; and secretary, Dr. Seymour 
Hershman, One North Pulaski Rd., Chicago 24. 
The third annual meeting will be in August, 1960, at 
Miami, Fla.——Dr. Richard H. Barrett, Hanover, 
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N. H., was elected a director of the American Board 
of Anesthesiology Oct. 2 to fill the vacancy created 
by the expired term of Dr. Curtiss B. Hickcox, 
Hartford, Conn. Dr. Robert D. Dripps, of Phila- 
delphia, and Dr. Milton C. Peterson, of Kansas 
City, Mo., were reelected to four year terms as 
directors of the board. Officers for the year 1959-1960 
were elected as follows: president, Dr. Frederick 
P. T. Haugen, Portland, Ore.; vice-president, Col. 
Harvey C. Slocum, M. C., U. S. Army, Galveston, 
Texas; and _ secretary-treasurer, Dr. Forrest E. 
Leffingwell, Glendale, Calif.——Officers for 1960 of 
the American Society of Anesthesiologists, Inc., are: 
president, Dr. Leo V. Hand, Boston; president-elect, 
Dr. Joseph E. Remlinger Jr., Chicago; immediate 
past-president, Dr. Daniel C. Moore, Seattle; first 
vice-president, Dr. Kenneth K. Keown, Dallas, 
Texas; second vice-president, Dr. Oliver F. Bush, 
Columbia, Mo.; secretary, Dr. Robert L. Patterson, 
612 Berkshire Dr., Pittsburgh 15; assistant secretary, 
Dr. Charles O. Hamilton, South Bend, Ind.; 
treasurer, Dr. Albert M. Betcher, New York City; 
and assistant treasurer, Dr. Edwin Emma, Flush- 
ing, N. Y.——The Association of Clinical Scientists 
elected and installed the following officers at the 
annual business meeting: president, Dr. George F. 
Stevenson, Chicago; vice-president, Dr. Herbert 
Derman, Kingston, N. Y.; and secretary-treasurer, 
Dr. Robert P. MacFate, Chicago. Dr. Frederick W. 
Sunderman, of Philadelphia, will continue as the 
director of education for the association.——At the 
annual meeting of the American School Health 
Association Oct. 18-23, the following officers were 
elected for the year October, 1959, to October, 1960: 
president, Lyda Smiley, R.N., M.A., La Mesa, Calif.; 
president-elect, Dr. Leland M. Corliss, Denver; vice- 
president in charge of program, J. Keogh Rash, 
H.S.D., Bloomington, Ind.; treasurer, Warren 
Southworth, Dr. P.H., Madison, Wis.; and executive 
secretary, Dr. Arville O. DeWeese, 515 E. Main. St., 
Kent, Ohio.——Officers of the Gastroenterology 
Research Group for 1959-1960 are as follows: Dr. E. 
Clinton Texter Jr., Chicago, chairman; Dr. Albert I. 
Mendeloff, Baltimore, vice-chairman; and Dr. 
Nicholas C. Hightower Jr., Temple, Texas, secretary- 
treasurer. 


FOREIGN 

German Congress in Vienna.—The fifth congress of 

the German Society for Esthetic Medicine will be 

held in Vienna, Austria, May 26 to May 29, 1960. 

The scientific program will consider four main 

subjects: 

Treatment of Burns with Special Consideration of Optimal 
Esthetic Results. 

Vascular Diseases of the Extremities and Their Relations 
to Esthetics. 

Allergy and Esthetic Medicine. 

The Hair and Its Treatment. 
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Application for presenting papers should be made 
to the local office and should be addressed to Frau 
Dr. Antoine, Wien, Wickenburgasse 28 (Austria), 
or to the president of the society: Prof. Dr. H. Th. 
Schreus, Diisseldorf, Mohrenstrasse 5, Universitit- 
shautklinik (Germany ). Application for the present- 
ing of papers should be made before Feb. 29, 1960. 


Congress of Gastroenterology.—The International 
Congress of Gastroenterology, organized by the 
Society of Netherlands Gastroenterologists, will be 
held April 20-24, 1960, in Leyden, Netherlands. The 
congress program includes five working sessions of 
a half day each. There will also be a sixth working 
session specially devoted to questions concerning 
x-ray technique, which plays such an important 
part in gastroenterological work. The two main 
themes of the congress will be: (A) pathology, 
pathological physiology, clinical aspects of the small 
intestine; and (B) hepatitis, cirrhosis hepatitis, and 
their possible connection. There will be five panel 
discussions on the following subjects: 


Colitis Ulcerosa. 

Coma Hepaticum. 

Hepatitis and Its Treatment. 

Morbus Crohn. 

Diagnosis and Treatment of Portal Hypertension. 


English will be the leading language of the congress. 
English, French, or German may be spoken, with 
simultaneous interpretation available. For informa- 
tion, write The Secretariat, International Congress 
of Gastroenterology, 16 Lange Voorhout, The Hague, 
The Netherlands. 


EXAMINATIONS 
AND 
LICENSURE 


MEDICAL SPECIALTY BOARDS 


AMERICAN BOARD OF ANESTHESIOLOGY: Written. Various 
locations, June 24. Final date for filing application is Jan- 
uary 10. Oral. Miami Beach, April 25-30. Applications al- 
ready on file. Sec., Dr. Forrest E. Leffingwell, 217 Farm- 
ington Ave., Hartford 5, Conn. 


AMERICAN Boarp OF Dermato.ocy: Oral. Oklahoma City, 
Jan. 15-18, 1960. The final date for filing all applications 
was July 1, 1959. Sec., Dr. Beatrice M. Kesten, One Haven 
Ave., New York 32. 


AMERICAN Boarp OF INTERNAL Mepicine: Oral. San Fran- 
cisco, March 30-April 1; New York City, Nov, 14-17. 
Closing date for filing application is Jan. 2 and July 1. 
Written. Oct. 17. Closing date for filing application is 
May 1. Oral. Gastroenterology. Philadelphia, March 11-12. 
Final date for filing application is January 15. Sec.-Treas., 
Dr. William A. Werrell, One West Main St., Madison 3, 
Wis. 
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AMERICAN BoarpD OF NEUROLOGICAL SURGERY: Examination 
given twice annually, in the spring and fall. In order to 
be eligible a candidate must have his application filed at 
least six months before the examination time. Sec., Dr. 
Donald D, Matson, 306 Longwood Ave., Boston, Mass. 


AMERICAN BoarpD OF OBSTETRICS AND GYNECOLOGY: Part I, 
Written. Chicago, January 16. Candidates notified of their 
eligibility to participate in the Part I examination must 
submit their case abstracts within thirty days of notifica- 
tion of eligibility. Part 11, Oral. Chicago, April 11-16. Final 
date for filing application was August 1. Sec., Dr. Robert 
L. Faulkner, 2105 Adelbert Road, Cleveland 6. 


AMERICAN BOARD OF OPHTHALMOLOGY: Written. January 
1960 in various cities. Applications for the 1960 written 
examination must be filed before July 1. Oral. San 
Francisco, May; Chicago, October. Sec., Dr. Merrill J. 
King, Box 236, Cape Cottage Branch, Portland, Maine. 


AMERICAN BoaRD OF ORTHOPAEDIC SURGERY: Part I, Nash- 
ville, Denver and Philadelphia, Apr, 13-14. Deadline for 
receipt of applications was Nov. 30, Sec., Dr. Sam W. 
Banks, 116 South Michigan Ave., Chicago 3. 


AMERICAN Boarpb oF Pepiatrics: Written. Jan. 8. Final date 
for filing application for the written examination was Dec. 
1. Exec. Sec., Dr. John McK. Mitchell, 6 Cushman Road, 
Rosemont, Pa. 


AMERICAN BOARD OF PHysicaAL MEDICINE AND REHABILITA- 
TION: Oral and Written. New York, June 17-18. Sec., Dr. 
Earl C. Elkins, Mayo Clinic, Rochester, Minn. 


AMERICAN BoarD OF PLastic SurGERY: Oral and Written. 
Milwaukee, May 1960. Final date for filing application 
is January 1, Corresponding Secretary, Mrs. Estelle E. 
Hillerich, 4647 Pershing Ave., St. Louis 8, Mo. 


AMERICAN BoOaRD OF PSYCHIATRY AND NEUROLOGY: New 
York, Dec. 14-15; San Francisco, Mar. 14-15, 1960. Train- 
ing credit for full time psychiatric and/or neurologic 
assignment in unapproved military programs or services 
between the dates of Jan. 1, 1950 and Jan. 1, 1954 
was terminated on Jan. 1, 1959. Sec., Dr. David A. Boyd, 
102-110 Second Ave. S. W., Rochester, Minn. 


AMERICAN Board OF RapioLocy: Examination, Cincinnati, 
Spring 1960. Deadline for filing applications is Jan. 1. A 
special examination in Nuclear Medicine (for those dip- 
lomates in Radiology or Therapeutic Radiology) will be 
offered provided there are sufficient applications. Sec., Dr. 
H. Dabney Kerr, Kahler Hotel Bldg., Rochester, Minn. 


AMERICAN Boarb OF SurcERY: Oral Examinations (Part 11): 
Boston, Dec. 14-15; Winston-Salem, No. Car., Jan, 18-19; 
New York, N. Y., Feb. 15-16; New Orleans, Mar. 14-15; 
Kansas City, Kans., May 16-17, and Los Angeles, May 
19-20. Sec., Dr. John B. Flick, 1617 Pennsylvania Blvd., 
Philadelphia 3. 


Boarp OF THORACIC SunGERY: Written. Various centers 
throughout the country, Feb, 12. Final date for filing ap- 
plication was Dec. 1. Oral. May 1960. Final date for filing 
application was Dec. 1. Sec., Dr. Wm. M. Tuttle, 1151 
Taylor Ave., Detroit 2. 


AMERICAN Boarp OF Urnowocy: Oral-Clinical and Examina- 
tion in Pathology. Chicago, February 1960, Final’ date for 
filing application was Sept. 1. Sec., Dr. William Niles 
Wishard, 30 Westwood Rd., Minneapolis 26, Minn. 
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DEATHS 


Baughman, Daniel Sparks ® Madison, S. D.; born 
in 1887; Chicago College of Medicine and Surgery, 
1911; also a graduate in pharmacy; at one time 
taught at the Chicago College of Dental Surgery; 
formerly associated with the U. S. Public Health 
Service; past-president and vice-president of the 
South Dakota State Medical Association; past- 
president of the Madison District Medical Society 
and the Sioux Valley Medical Association; member 
of the American Academy of General Practice, 
American Association of Railway Surgeons, Asso- 
ciation of Military Surgeons of the United States, 
and Medical Veterans of the World War; health 
officer of Lake County; associated with the Madison 
Community Hospital; died Sept. 12, aged 72. 


Fife, James Douglas ® Colonel, U. S. Army, retired, 
Richmond, Va.; born in 1874; University of Virginia 
Department of Medicine, Charlottesville, 1897; 
commissioned in the medical corps of the U. S. 
Army in 1902; served in the Philippine insurrection 
and in World War I, when he was in charge of 
hospitalization with the American Expeditionary 
Force in France; retired June 30, 1938; recalled to 
active duty during World War II, retiring in 1946; 
held the Distinguished Service Medal and _ the 
Legion of Merit; died Sept. 17, aged 85. 


Kanter, Joseph ® Chicago; born in Harrisburg, Pa., 
Dec. 1, 1897; University of Illinois College of Medi- 
cine, Chicago, 1929; specialist certified by the 
American Board of Dermatology and Syphilology; 
member of the American Academy of Dermatology 
and Syphilology; veteran of World Wars I and II; 
retired from the Veterans Administration Dec. 31, 
1955; formerly on the faculty of Marquette Univer- 
sity School of Medicine in Milwaukee; served on 
the staffs of the Mount Sinai Hospital in Chicago 
and the Veterans Administration Hospital in Wood, 
Wis.: died in the Veterans Administration Westside 
Hospital Sept. 17, aged 61. 


O’Brien, Gerald Francis ® New York City; George- 
town University School of Medicine, Washington, 
D. C., 1929; honorary police surgeon; associated 
with St. Clare’s and St. Vincent's Hospital; died in 
Croton Falls, N. Y., Sept. 19, aged 57. 


Pankey, Joseph Hamilton, Ferriday, La.; Atlanta 
College of Physicians and Surgeons, 1902; Univer- 
sity of Nashville (Tenn.) Medical Department, 
1909; fellow of the American College of Surgeons; 
past-president of the Quachita Parish Medical So- 
ciety; coroner of Concordia Parish; served on the 
staff of the E. A. Conway Memorial Hospital in 


@) Indicates Member of the American Medical Association. 


Monroe; associated with the Pankey Hospital in 
Ferriday and St. Francis Hospital in Monroe, where 
he died Sept. 9, aged 80. 


Portwood, Hillary Armour ™ Schlater, Miss. 
(licensed in Mississippi in 1913); died in the Green- 
wood-Leflore Hospital in Greenwood Sept. 9, 
aged 76. 


Pound, William H., New York City; Baltimore Med- 
ical College, 1893; for many vears deputy health 
commissioner; died in the Westchester Square Hos- 
pital Sept. 15, aged 92. 


Raines, George Neely ® Captain, M. C., U. S. Navy, 
retired, Washington, D. C.; born in Jackson, Miss., 
April 2, 1908; Northwestern University Medical 
School, Chicago, 1931; interned at the U. S. Naval 
Hospital in Mare Island, Calif.; commissioned lieu- 
tenant (jg) in the medical corps of the U. $. Navy 
on June 26, 1930, and advanced progressively to 


_ the rank of captain to date from March 10, 1945; 


served aboard the USS Idaho, USS Saratoga, USS 
Lexington, and on destroyers as a general medical 
officer; first served as assistant to the Naval Unit, 
St. Elizabeth’s Hospital, and as assistant chief of 
neuropsychiatry at the Old Naval Hospital; from 
1943 to 1945 served as chief of neuropsychiatry at 
the U. S. Naval Hospital, Portsmouth, Va., where 
in the interim from 1953 to 1955 he served as execu- 
tive officer and commanding officer, and the U. S. 
Naval Hospital in Bethesda, Md., from 1945 to 
1950; from 1950 to 1953 and again from 1955 to 
1958 served as head, neuropsychiatry branch, pro- 
fessional division, Bureau of Medicine and Sur- 
gery, Navy Department; hospitalized on June 1, 
1958, and placed on the temporary disability re- 
tired list of the Navy on May 1, 1959; consultant in 
psychiatry, U. S. Public Health Service; professor 
and chairman of the department of psychiatry at 
the Georgetown University School of Medicine; an 
examiner of the American Board of Psychiatry and 
Neurology, of which he held various offices includ- 
ing that of president; chairman on the committee 
on nomenclature and statistics of the American 
Psychiatric Association from 1948 to 1954 and a 
member of the council in 1954; member of the 
American Neurological Association, American Acad- 
emy of Neurology, Association for Research in 
Nervous and Mental Diseases, Washington Psy- 
chiatric Society, Washington Psychoanalytic So- 
ciety, and the Medical Society of St. Elizabeth 
Hospital; fellow of the American College of Phy- 
sicians; died in the U. S. Naval Hospital, Bethesda, 
Md., Sept. 16, aged 51. 
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Reaves, J. Ullman Mobile, Ala.; born in Annis- 
ton, Ala., July 30, 1885; Medical Department of 
Tulane University of Louisiana, New Orleans, 1908; 
in 1932-1933 vice-chairman of the Section on Urol- 
ogy of the American Medical Association; past- 
president of the Mobile County Medical Society; 
member of the Southeastern Surgical Congress and 
the American Urological Association and_past- 
president of its Southeastern Branch; fellow of the 
International College of Surgeons and _past-presi- 
dent of the Alabama Chapter; specialist certified 
by the American Board of Urology; associated with 
the Providence Hospital, where he was a member 
of the executive board; died Sept. 19, aged 74. 


Remly, Thomas Donald ® Milwaukie, Ore.; Hahne- 
mann Medical College and Hospital of Philadelphia, 
1917; associated with the Holladay Park Hospital 
in Portland; died Sept. 10, aged 67. 


Rex, Elmer Galen, McConnelsville, Ohio; Medical 
College of Virginia, Richmond, 1928; a member of 
the county board of health;’on the staff of the 
Rocky Glen Sanatorium, where he died Sept. 8, 
aged 58. 


Schnur, Jacob, New York City; Columbia University 
College of Physicians and Surgeons, New York City, 
1925; specialist certified by the American Board of 
Anesthesiology; member of the American Society of 
Anesthesiologists; veteran of World War II; asso- 
ciated with the Lincoln Hospital; died in the 
Memorial Hospital Sept. 15, aged 58. 


Schumer, Henry & New York City; Columbia Uni- 
versity College of Physicians and Surgeons, New 
York City, 1906; consultant at the Bronx Hospital, 
where he served in various capacities; on the staff 
and chairman of the medical board of the Hebrew 
Home and Hospital for the Chronic Sick, where 
he died Sept. 22, aged 82. 


Shaver, Murton Rene & Topeka, Kan.; Queen’s Uni- 
versity Faculty of Medicine, Kingston, Ont., Can- 
ada, 1930; specialist certified by the American 
Board of Neurological Surgery; formerly on the 
faculty of the University of Cincinnati College of 
Medicine and on the staff of the Cincinnati Gen- 
eral Hospital; chief of neurology and neurosurgery 
at the Veterans Administration Hospital; died Sept. 
8, aged 51. 


Sitter, Stephen Christopher, Colonel, U. S. Army, 
retired, Veterans Home, Calif.; born in Oshkosh, 
Wis., Aug. 23, 1907; Marquette University School 
of Medicine, Milwaukee, 1933; veteran of World 
War II and a survivor of the Bataan death march 
and three years in a Japanese prison camp; entered 
the regular Army in 1935 and retired Jan. 31, 1952; 
awarded the Bronze Star, two Oak Leaf Clusters, 
Army Commendation Ribbon, and Presidential Unit 
Citation; certified by the National Board of Medi- 
cal Examiners; specialist certified by the American 
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Board of Psychiatry and Neurology, Inc.; member 
of the American Academy of Neurology and the 
American Psychiatric Association; fellow of the 
American College of Physicians; in 1947-1948 on 
the faculty of Georgetown University School of 
Medicine in Washington, D. C.; from 1948 to 1952 
chief of neurology at the Letterman Army Hospital 
in San Francisco; neurologist at the Veterans’ Home 
of California; died Sept. 12, aged 52. 


Stark, George John ® Reading, Pa.; Temple Uni- 
versity School of Medicine, Philadelphia, 1934; 
veteran of World War II; served as county coroner; 
physician at the Berks County Prison; associated 
with the Reading Hospital; died Sept. 16, aged 50. 


Torbett, John Walter Jr. ® Beaumont, Texas; Bay- 
lor University College of Medicine, Dallas, 1930; 
fellow of the American College of Physicians; in- 
terned at Kings County Hospital in Brooklyn, where 
he served as resident physician; died in Gilchrist 
Sept. 7, aged 54. 


Vaiden, John Bolling Jr., Lawrenceville, Va.; Medi- 
cal College of Virginia, Richmond, 1914; veteran 
of World War I; died in St. Elizabeth’s Hospital, 
Richmond, Sept. 12, aged 71. 


Veldhuis, John George, Winter Haven, Fla.; Detroit 
College of Medicine, 1898; for many years asso- 
ciated with the Indian Service of the Department 
of Interior; served a residency at the Montana State 
Hospital in Warmsprings; died Sept. 2, aged 87. 


Wakefield, Robert Sylvester, Riverside, Calif.; 
Southwestern Medical School of the University of 
Texas, Dallas, 1953; veteran of World War II; in- 
terned at the General Hospital of Riverside County 
in Arlington; served a residency at the Kern General 
Hospital in Bakersfield; chief of pediatrics at Park- 
view Memorial Hospital; died Sept. 4, aged 34. 


Waldrop, Jefferson Gideon ® Chapel Hill, Tenn.; 
Birmingham (Ala.) Medical College, 1915; died in 
the Gordon Hospital, Lewisburg, Sept. 9, aged 74. 


Wertheimer, Henry William ® New York City; 
Medizinische Fakultat der Universitat, Vienna, Aus- 
tria, 1906; died in the Harkness Pavilion, Columbia- 
Presbyterian Medical Center Sept. 18, aged 79. 


Wixson, Roy Henry ® Niagara Falls, N. Y.; Univer- 
sity of Buffalo School of Medicine, 1901; associated 
with the Memorial and Mount St. Mary’s hospitals; 
member of the Niagara Falls Kiwanis Club; died 
Sept. 10, aged 81. 


Zimmerman, Francis Buerk, Louisville, Ky.; Uni- 
versity of Louisville School of Medicine, 1933; in- 
terned at St. Joseph’s Hospital in Lexington, Ky.; 
served a residency at the Gill Memorial Eye, Ear 
and Throat Hospital in Roanoke, Va., and Louis- 
ville (Ky.) General Hospital; formerly on the fac- 
ulty of his alma mater; on the staffs of Norton and 
St. Anthony hospitals; died Sept. 13, aged 51. 
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BRAZIL 


Leprosy.—Dr. N. S. Campos called attention to the 
resistance of Mycobacterium leprae to treatment 
with sulfones. His belief has been confirmed by Dr. 
H. C. S. Araujo of Rio de Janeiro (Arquivos 
Mineiros de Leprologia, vol. 19, April, 1959) who 
reported the case of a man who took 951 injections 
or a total of 4,558 Gm. of diaminodiphenylsulfone in 
seven years. After 11 years of continuous treatment 
the patient’s peripheral nerves and ganglions were 
apparently normal but there were scattered islets of 
alopecia and hypesthesia on the skin of the extremi- 
ties and an acute rash on the chest and abdomen. 
Sections of the skin of the chest and the nasal 
mucosa showed numerous acid-fast bacilli. The 
author concluded that the Myco. leprae were sul- 
fone resistant and that the disease was highly 
contagious. 


Neurological Complications from Rabies Vaccine.— 
Drs. J. L. de Assis and G. H. Duchéne of Sao Paulo 
(Arquivos de Neuro-Psiquiatria, vol. 17, September, 
1959) reported a series of 11 patients who had 
neuroparalytic complications after receiving anti- 
rabies vaccination. These complications were classi- 
fied as diffuse acute encephalomyelopathy, trans- 
verse acute myelopathy, acute ascending myelop- 
athy, radiculo-opticomyelopathy, radiculoneuritis, 
and acute multiple peripheral neuropathy. One 
group of patients was treated with ACTH and the 
other with antihistaminics, with essentially the 
same results. 


Problems of Senescence.—At a meeting of the Na- 
tional Medical Academy in Rio de Janeiro in August, 
Dr. Rolando Monteiro discussed some problems of 
senescence, not including the problem of senility. 
These may involve disturbances of the collagen as 
manifested in chronic rheumatoid arthritis and 
arteriosclerosis. It has been shown that the main 
alteration of the collagen fibers, as seen in the 
electron microscope, is the loss of its helicoidal 
structure. 


Strongyloidiasis.—Lima and Roithman (O Hospital) 
reported a series of 62 patients with strongyloidi- 
asis. Most of them had no symptom that could be 
attributed to the worms. A few had epigastric pain 
and diarrhea, but this was not necessarily correlated 
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with the strongyloidiasis. Hyperchlorhydria was a 
common finding in this series. The authors found 
no evidence of liver damage that could be attributed 
to the strongyloidiasis. The treatment was disap- 
pointing. The authors concluded that gentian violet 
was of no value. Only 17% of the patients were 
cured, but none was cured by using oxytetracycline. 


Deep Mycoses.—According to Dr. Carlos da Silva 
Lacaz (Revista de medicina tropical de Sado Paulo, 
July-August, 1959) the deep mycoses are common 
in South America. Exceptions are the mycoses pro- 
duced by Cerocosporalla and Basidiomycetes, 
which are not found in this continent. Two deep 
mycoses peculiar to South America are caused by 
Blastomyces brasiliensis and Paracoccidioides loboi. 
Cryptococcosis, chromoblastomycosis, and histoplas- 
mosis are also found in South America. Coccidioido- 
mycosis has not been found in Brazil, and in the 
other South American countries it does not repre- 
sent an important problem. Rhinosporidiosis has 
been observed in Brazil. Sporotrichosis is common, 
mainly in Brazil, where it causes about 0.5% of all 
dermatoses. Actinomycosis is more frequently seen 
than maduromycosis and is usually produced by 
Actinomyces brasiliensis. Monosporium apiosper- 
mum, Cephalosporium falciforme, and Madurella 
grisea are frequently recovered from patients with 
maduromycosis. 


CHILE 


Malignant Hypertension.—Dr. M. Plaza de los Reyes 
and co-workers studied a series of 60 patients with 
malignant hypertension (Rev. méd. Chile 87:603, 
1959). Of these, 42 were between 40 and 59 years 
of age. The most frequent clinical manifestations 
were retinopathy in 58, severe headache in 57, 
proteinuria and/or hematuria in 54, diastolic pres- 
sure over 130 mm. Hg in 51, azotemia in 34, and 
loss of weight in 29. A study of the cause revealed 
essential hypertension in 18, chronic pyelonephritis 
in 25, and chronic nephritis in 13. In the autopsy or 
biopsy specimens the most frequent findings were 
pyelonephritis, malignant nephrosclerosis, and 
chronic nephritis. Thirty-eight patients were treated 
with reserpine, methonium compounds, pentoli- 
nium, or chlorothiazide, and in most the diastolic 
pressure was lowered under 105 mm. Hg and the 
retinopathy improved or disappeared. 
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Appendicitis.—After the therapeutic principles in 
acute appendicitis had been established and the 
mortality had been greatly reduced interest in this 
disease waned. Several of its problems are still 
unsolved, however, and despite the enormous lit- 
erature that has accumulated on this subject there 
is still a conflict of opinion regarding the cause, age 
incidence, and sex ratio. For the period 1922-1953 
Sven Miiller (Acta chir. scandinav. 117:325-334, 
1959) studied the cases of 3,989 males and 2,465 
females. There was a marked male preponderence 
but the gravity of these grossly definite cases re- 
flected by the perforation rate was the same in 
both sexes differing only by a small percentage 
within the various age groups. The age distribu- 
tion and sex ratio of acute appendicitis could not 
be adequately reflected by curves representing only 
the macroscopically verifiable cases. A truer pic- 
ture was obtained if the diagnosis was based also 
on clinical and histological findings. 

This series was compared with a series of ton- 
sillitis cases. In the first two years of life before 
chronic changes had occurred in the appendix or 
in the tonsils surgical appendicitis was extremely 
rare while true acute appendicitis like acute ton- 
sillitis must be assumed to be common. In these 
first years of life there was a slight male prepon- 
derance in the incidence of tonsillitis. It could not 
be determined if the same applied to appendicitis 
but, if so, the difference was slight. In older chil- 
dren appendicitis showed a more abrupt rise in 
frequency and a more marked sex difference than 
tonsillitis. This difference proved to be due to the 
almost total absence of tonsillar abscesses in the 
first decade of life. 

During the fertile period of life there was a 
conformity of frequency between the two diseases 
due to a pronounced increase in mild, subchronic 
cases among women. This resulted in both diseases 
in abolition of the quantitative male preponder- 
ance while a marked qualitative sex difference 
remained. These circumstances must be assumed 
to be related to the production of estrogens. Com- 
parison with age curves showing estrogen excre- 
tion supported this assumption. The analysis of 
the frequency curves for these two diseases of 
lymphoid tissue, particularly their conformity dur- 
ing the fertile period, corroborated Sahli’s theory 
on the close relationship of appendicitis and 
tonsillitis. 


Parenteral Fluid Administration.—Administration of 
fluid parenterally for prolonged periods often pre- 
sents difficulties because rapid development of 
superficial thrombophlebitis may occur even when 
isotonic fluids are used. Attempts have therefore 
been made to administer the fluids through a cathe- 
ter inserted into either the superior or the inferior 
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vena cava usually in the presence of severe oliguria 
or anuria. J. Lindenberg and co-workers (Acta. 
chir. scandinav. 117:342-345, 1959) introduced a 
catheter into the inferior vena cava in a series of 
36 patients. Catheterization was performed more 
than once in a few patients because the catheter 
originally inserted became blocked. The catheters 
were left in place for an average of 11 (maximum 
64) days. Infusion through the inferior vena cava 
was more convenient for the patient than infusion 
into a peripheral vein because it did not impede 
his movements so much. It was also possible to 
administer nutrients in a higher concentration than 
by infusion into a peripheral vein. The technique 
used involved only a slight risk of infection. The 
danger of thrombosis did not seem to be serious. 
The frequency of thrombosis might presumably be 
further reduced by using a soft nylon catheter 
instead of a polystan catheter. No serious com- 
plications occurred. 


Nitromin for Cancer.—An important group of the 
drugs used against cancer are derivatives of nitro- 
gen mustard, which by interference with the nu- 
cleic-acid metabolism of rapidly proliferating cells 
exert a harmful effect on the synthesis of proteins. 
Numerous animal experiments have shown the anti- 
neoplastic effect of these drugs both on trans- 
planted sarcomas and carcinomas and on cellular 
suspensions injected either intraperitoneally or in- 
travenously. Nitromin is less toxic and has a greater 
effect on cancer cells than nitrogen mustard. 

N. Blixenkrone-Mgller (Acta chir. scandinav. 
117:189-196, 1959) used the drug on a series of 87 
patients in relation to operations for carcinoma of 
abdominal organs. It was given intraperitoneally 
and intravenously. In 21 patients nausea and some- 
times vomiting occurred shortly after the drug was 
injected. Persistent vomiting was observed in only 
two patients. Urticaria developed in one. In 16 
slight motor agitation, clouded mentality, euphoria, 
or confusion occurred in relation to these injections 
but these reactions usually persisted for only one 
or two days and did not necessitate interruption of 
the treatment. In 15 patients severe motor agitation, 
confusion, and hallucinations occurred and _ these 
patients required constant supervision. In seven it 
was necessary to interrupt the treatment. In only 
35 patients did no subjective discomfort develop 
in relation to the treatment. In 42 a fall in the leuko- 
cyte count to below 4,000 per cubic millimeter 
occurred often after a transient increase. In eight 
or nine patients the counts fell below 2,000. In 14 
the platelet counts fell to below 100,000 during or 
after the treatment. 

Of the 87 patients, 29 died in the hospital during 
or after treatment. Of the 39 patients whose con- 
dition was definitely inoperable, 15 died, and so did 
14 of the 48 who were subjected to radical opera- 
tion. An analysis of the causes of death in the 15 


19 
V. 


59 


Vol. 171, No. 14 


patients who were considered to be definitely inop- 
erable did not disclose any evidence suggesting that 
the Nitromin was a contributing factor. Most of the 
patients died of cancer and the remainder died 
from pulmonary or cardiac complications. In the 14 
patients who died after radical operation, the causes 
of death were those usually seen after such opera- 
tions and in none could it be demonstrated that the 
drug had been a directly contributing factor, but 
the case fatality rate was so much higher than in 
the patients who did not receive Nitromin that the 
possibility could not be excluded that the drug 
might have lowered the resistance of the patients. 
The author concluded that Nitromin was highly 
toxic, that its use was not without hazards, and that 
it often proved impossible to complete the planned 
courses of treatment. Although it undoubtedly ex- 
erted an inhibitory action on the growth of human 
cancer cells, its high toxicity led the author to state 
that it could not be recommended for further use. 


Total Gastrectomy for Carcinoma.—Of 358 patients 
with gastric carcinoma admitted to the surgical de- 
partment of the Finsen Institute in Copenhagen 
during the period 1948 to 1957, 58 or 41% of those 
in whom the tumors could be removed had total 
gastrectomy, according to Zacho and Fischermann 
(Acta chir. scandinav. 117:278-294, 1959). Most 
of the patients selected had advanced or poor- 
risk cases, with tumors originating mostly from the 
upper or central portion of the stomach and often 
occupying the entire or almost entire stomach. 
With the exception of the years 1949 and 1950 
when the indications were more liberal total gas- 
trectomy was performed only in the presence of 
tumors so widespread that no part of the stomach 
could be preserved. The primary postoperative 
mortality during the entire period was 28% for 
palliative and 9% for radical operations. In the last 
four years of the period of study after the pre- 
operative and postoperative treatment had been 
greatly improved, the mortality was 13% and 0% 
respectively. The operative mortality depended 
chiefly on complicating diseases. In the present 
series all the deaths occurred in those in whom 
complicating diseases were present preoperatively. 
The next most important factor was the size of 
the tumor and its extragastric spread, i. e., the 
stage of the disease. The extent of the operation 
in terms of removed or resected organs did not 
influence the death rate, nor did the technical dif_i- 
culties involved, as when the interposition method 
was used there were no deaths. 

In the period 1948-1952 end-to-side and end-to- 
end esophagojejunostomy was used. The latter 
type gave better results early as well as late. All 
the five-year survivors had this type of anastomosis. 
In the period 1953-1957 the authors used direct 
esophagoduodenostomy and interposition of the 
transverse colon or jejunum between the esophagus 
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and duodenum. The interposition procedure ap- 
peared to be most promising. It has not been asso- 
ciated with any operative deaths and the patients 
who had the radical operation have returned to 
work and to a normal life. Of the patients who 
survived palliative operations performed more than 
five years ago 25% were alive at the end of two 
years. Of those followed up 79% had enjoyed tem- 
porary freedom from symptoms and 29% had gone 
back to work for a time. One of the patients who 
had a “palliative” operation was still alive eight 
and one-half years after the operation and was 
fully able to work. Of the patients who survived 
radical operations performed more than five years 
ago 33% were still alive. They had negligible sub- 
jective complaints and were in good condition. All 
of them were able to work. 


FINLAND 


Herniation of Nucleus Pulposus.—A series of 324 
patients with herniation of the nucleus pulposus, 
verified on operation, was analyzed by Troupp and 
Ulfves (Nordisk medicin, July 30, 1959). They ex- 
cluded patients with recurrent protrusion, compres- 
sion of the cauda equina, and high lumbar protru- 
sion. In 190 patients the symptoms suggested in- 
volvement of only one root. When the signs and 
symptoms indicated involvement of several roots, 
diagnosis of the level of involvement on the basis 
of the clinical findings was generally so inaccurate 
that myelography was indicated. Myelography was 
also indicated for anomalies of the lumbar spine or 
when the level of disk degeneration did not tally 
with the clinically determined level. The diagnosis 
of a neurological level can never be exact, and even 
a radiologic diagnosis is not infallible, because lateral 
prolapses may compress a root without betraying 
themselves radiologically. Thus, certain conditions 
raise doubts and call for myelography before any 
operation is performed. 


FRANCE 


Congenital Toxoplasmosis.—M. Lelong and co- 
workers (Archives francaises de pediatrie, vol. 16, 
1959) reported that the treatment of toxoplasmosis 
with sulfamerazine and pyrimethamine gave dis- 
appointing results in six patients with congenital 
toxoplasmosis. Two died, one is blind, one has an 
irreversible encephalopathy, one has severe brain 
lesions, and only one has normal psychomotor de- 
velopment. The spinal fluid in all these infants 
revealed a moderate lymphocytic reaction and 
hyperalbuminosis. Because of the poor results of 
treatment it is important to diagnose toxoplasmo- 
sis in the expectant mother. By treating the disease 
in the pregnant woman transmission to the infant 
might be prevented, but the diagnosis is often 
difficult because symptoms are discreet and may be 
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mild or absent. The authors recommend making 
serologic tests for toxoplasmosis as close as possible 
to the beginning of pregnancy. 


INDIA 


Azacyclonol in Schizophrenia.—K. Bhaskaran and 
co-workers studied the effects of azacyclonol in 
five patients who had chronic schizophrenia with 
auditory hallucinations and delusions (Journal of 
the Indian Medical Association, vol. 33, Sept. 1, 
1959). The duration of the illness in these patients 
varied from 1% to 15 years. All had received elec- 
troconvulsive therapy, insulin, chlorpromazine, and 
reserpine without lasting benefit. Cingulectomy had 
been performed on one of the patients a few 
months before the trial without significant benefit. 
The patients were given 100 mg. of azacyclonol 
twice a day by mouth. The dose was gradually in- 
creased in the course of a week to a maximum of 
200 mg. three times a day. It was continued for at 
least 30 days unless unpleasant side-effects or com- 
plications occurred. The longest period of adminis- 
tration was 41 days. The status with special refer- 
ence to the hallucinations and delusions was re- 
assessed at the end of treatment. 

In three patients administration of the drug was 
discontinued due to the appearance of unpleasant 
side-effects or aggravation of symptoms. Thus, the 
patient who had undergone cingulectomy devel- 
oped epileptiform convulsions on the ninth day 
of treatment while the clinical status and intensity 
of hallucinations and delusions remained un- 
changed. The clinical conditions and hallucinations 
were aggravated in two other patients after 14 and 
12 days of treatment. The other two patients 
showed no significant change in their clinical con- 
dition and the nature of hallucinations and delu- 
sions in spite of receiving the drug for 36 and 41 
days, respectively, in maximum doses of 600 mg. 
a day. No other side-effects except the epileptiform 
convulsions, seen in one patient, occurred and the 
blood findings and liver function tests were un- 
affected by the drug. The drug was thus of no value 
in chronic schizophrenia with hallucinations and 
delusions. 


Amebic Dysentery.—B. Krishnakutty treated 17 pa- 
tients who had amebic dysentery with a preparation 
containing 250 mg. of iodochlorohydroxyquin, 75 
mg. of chloroquine, and 500 mg. of sulfadimidine 
per tablet. These components exert their action on 
the amebas in the intestine, extraintestinal amebiasis, 
and bacteria in the intestine respectively. Of the 
17 patients, 15 showed active vegetative forms of 
Entamoeba histolytica in their stools. One revealed 
typical ulcerations in the large intestine on sig- 
moidoscopic examination while the last had Char- 
cot-Leyden crystals in the stools. This was taken as 
presumptive evidence of amebic infection. One tab- 
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let three times a day after meals was given to all 
patients. Fifteen patients showed a good response 
within a week with disappearance of mucus, blood, 
and amebas from the stools and subjective clinical 
improvement. Two patients responded poorly and 
one of them had a relapse. 


Pyloric Stenosis.—A. E. deSa reviewed a series of 
31 patients with congenital hypertrophic pyloric 
stenosis (Indian Journal of Child Health, vol. 8, 
September, 1959). Of these, 29 were treated sur- 
gically—in most after a fair trial of medical treat- 
ment. The earliest time of onset of symptoms was 
the day of birth (three patients) and the latest 
120 days (average 22.6 days). The average age at 
operation was 48.4 days. In 14 the pylorus was pal- 
pable clinically. On the operating table it was 
described as firm and fibromuscular in 13 patients, 
as showing muscular hypertrophy in 5, fibrous in 
2, and gritty and cutting like an unripe pear in 2. 
In 6 patients the duodenal fornix was inadvertently 
opened. The only death in the series occurred in 
one of these. The average duration of postoperative 
vomiting was four days. All the children who sur- 
vived were cured of their vomiting in 1 to 10 days. 
The author preferred operation for this condition 
to medical treatment as the prolonged nature of 
the latter exposes the child to the risk of intercur- 
rent gastrointestinal and pulmonary infection and 
the fate of the medically treated pyloric “tumor” 
is debatable while after the Rammstedt operation 
a completely normal pylorus is left. The rapid re- 
turn to normal health following operation is the 
most gratifying feature. 


Barbiturates and Blood Sugar Levels.—Grewal and 
Deshpande (Indian Journal of Medical Sciences, 
vol. 31, August, 1959) studied the action of amo- 
barbital, phenobarbital, and thiopental on the blood 
sugar level in rabbits. The drugs were given intra- 
venously and blood samples were collected every 
30 minutes for two hours. Amobarbital was given 
in doses of 20, 30, and 40 mg. per kilogram of body 
weight. On the smallest dose the blood sugar level 
was unchanged, but on the other two it was raised 
slightly. The response to 30 mg. per kilogram of 
body weight was, however, higher than to 40 mg. 
per kilogram of body weight. No anesthesia was 
produced in rabbits with doses of 20 and 30 mg. 
per kilogram of body weight, but with 40 mg. per 
kilogram anesthesia was produced for 20 to 30 
minutes. Phenobarbital given in the same amounts 
did not significantly alter the blood sugar level. 
The smallest dose caused insignificant hypogly- 
cemia and the other two caused insignificant hyper- 
glycemia. 

With thiopental, weak hyperglycemia occurred 
after a dose of 20 mg. per kilogram of body weight 
and this dose caused anesthesia for 10 to 15 min- 
utes. None of the barbiturates used produced a 
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potent hyperglycemic response. The anesthetizing 
action of amobarbital showed no relation to its 
action on blood sugar. Phenobarbital had no defi- 
nite action on blood sugar but with thiopental the 
hyperglycemic response was comparable to its an- 
esthestic action and the blood sugar rise was 
maximal under deep anesthesia while it diminished 
with recovery from the anesthesia. This difference 
in the actions of amobarbital and thiopental might 
be due to different modes of action of these drugs 
in raising the blood sugar level. 


JAPAN 


Effect of Surgery on Liver Functions.— According to 
Eguchi (Acta medica, July, 1958) the liver occupies 
a key position in postoperative tissue repairs. The 
author applied the sulfobromophthalein clearance 
test to a series of 18 patients whose operations in- 
cluded such major procedures as panhysterectomy 
and such relatively minor procedures as curettage. 
Observations were made on the first, third, fifth, 
and seventh postoperative days. The decline in liver 
function reached a peak on the first postoperative 
day. The more serious and involved the operation, 
the greater the decline in liver function. The author 
concluded that adequate measures to protect the 
liver should be taken in the preoperative and early 
171. postoperative periods, especially in patients whose 
liver function was somewhat impaired prior to 
operation. 


Longevity.—The recent census for Japan showed a 
total population of over 90 million. This figure in- 
cluded 145 centenarians. In this group women out- 
numbered men by three to one and twice as many 
were living in the southwest where the climate is 
warmer than in the northeastern territories. In the 
main, the diet of these centenarians consists of rice, 
lentils, green vegetables, a moderate amount of 
fish, and hardly any red meats or dairy products. 
Theirs is essentially an outdoor life. 


NORWAY 


Hospital Infections.—The whole of volume nine 
(no. 7, 8, and 9) of the Journal of the Oslo City 
Hospitals for 1959 was devoted to an investigation 
by Dr. Knut Bie on resistant staphylococci and air- 
borne bacteria in the Ullevaal Hospital. In this 
hospital the incidence of hospital infections was 
once so low that in the period 1946 to 1953 there 
was only one such infection among 301 patients 
undergoing arthroplasty of the hip. When these 
infections became increasingly more frequent in 
spite of the precautions taken against them, a sys- 
tematic study was undertaken of the 2,736 patients 
operated on between July 1, 1957, and June 30, 
1958. Nose and throat cultures were taken of 258 
members of the staff and of 49 student nurses. Over 
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600 samples were taken of the air, clothing, and 
linen. Among the patients 51 had postoperative 
wound infections due to resistant staphylococci. In 
12 of these patients there was prolonged suppura- 
tion with distinct impairment of the patients’ gen- 
eral condition. Among the 258 members of the staff 
examined 74 were found to harbor resistant staphy- 
lococci, and the percentage of carriers among the 
student nurses rose from 6 to 15 after four weeks of 
ward duty. Bie discussed such methods for the 
prevention of air-borne infections as_ ultraviolet 
radiation, chemical agents, dust suppression, and 
the treatment of carriers, but he warned that the 
effects of these methods can be evaluated only on 
the basis of prolonged observations. 


Working Capacity and Angina Pectoris.—Between 
1949 and 1958 angina pectoris or infarct of the heart 


~ was diagnosed at the Rikshospital in 650 patients. 


A questionnaire concerning their fitness for work 
and various other matters was sent to these patients. 
The answers received from 627 were analyzed by 
Dr. A. Odegaard (Tidsskrift for den norske 
laegeforening, Aug. 15, 1959). All of them were 
taking anticoagulants regularly. The men were 
grouped in three classes according to whether their 
work was heavy, moderately heavy, or sedentary. 
The women were classified according to whether 
their employment was domestic or some other kind 
of work. Fitness for work was classified according 
to whether it was complete, partial, or nil. More than 
67% were still at work many years after the diagnosis 
of their complaint—a finding agreeing with that of 
Master and Dack in the United States. Unfitness for 
work was four times more frequent among the 
heavy workers than among those whose work was 
sedentary. The author deplored the tendency for 
physicians to pamper patients who have angina 
pectoris who are thus encouraged to develop cardiac 
neuroses and to remain too long on sick leave. 


Ethical Standards.—Dr. Odd Bjercke, secretary 
general of the Norwegian Medical Association, sug- 
gested that the association would do well to set its 
house in order now, before the country is faced by 
profound changes in the practice of medicine 
( Tidsskrift for den Norske Laegeforening, Aug. 15, 
1959). At present there is a shortage of physicians, 
but those in practice have been trained at home un- 
der teachers with a comparatively uniform standard 
of medical ethics. Meanwhile about 700 Norwegian 
medical students are learning their art in foreign 
lands and they will outnumber the students study- 
ing medicine in Norway. When the exiles return 
to Norway, life is likely to be harder than it is now, 
and the maintenance of a high ethical code may be 
strained. Bjercke suggested that the association’s 
present rules should be revised and expanded to 
meet the problems of today. Might not doctors, he 
asked, be enjoined constantly to keep their knowl- 
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edge up to date and to share it with their patients 
and colleagues? Should not caution over clinical 
experiments and the employment of new methods 
of treatment be recommended? Rules for advertising 
and television publicity should be formulated. A 
committee should be created for the handling of 
disciplinary cases. 


Vaccination Mishap.—In June, 1954, a Norwegian 
student wishing to take duty on a boat bound for 
America was told that he could not land there 
without having been vaccinated. Accordingly he 
submitted to vaccination which was followed in a 
few days by pain in his right arm, malaise, and 
headache. On his admission to the hospital he was 
found to have paralysis of both legs with loss of 
sensation below the umbilicus. During his subse- 
quent hospital stay he developed various other ail- 
ments such as cystitis and, though he improved in 
certain respects in the following years, the degree 
of his invalidism in the summer of 1959 was esti- 
mated by experts at 35 to 40%. Vaccination being 
compulsory in Norway, the student was awarded 
compensation in September, 1959. At the law suit 
which led to this award it transpired that the vac- 
cination had been carried out properly by a Nor- 
wegian physician and that the state must assume at 
least some of the costs of mishaps inevitable in the 
execution of measures for the benefit of the com- 
munity as a whole. 


Open-Heart Operations Under Hypothermia.— 
Since July, 1957, 25 patients at the Rikshospital in 
Oslo have undergone open cardiotomy under hypo- 
thermia for atrial septal defects with no operative 
deaths. Prof. Leif Efskind and co-workers (Tids- 
skrift for den norske laegeforening, Sept. 15, 1959) 
reported that the patients’ ages ranged from 7 to 55, 
and in 16 the defects concerned the foramen ovale. 
There were four high and five low defects, all the 
high defects being combined with abnormalities of 
the pulmonary veins. The most common complica- 
tions during the operations were arrhythmias, and 
to counter them infusions of oxygenated blood were 
given through the coronary arteries. Of late oxyge- 
nated blood has also been infused into the arch of 
the aorta with a view to supplying the brain with 
oxygen during the suspension of the circulation for 
three to eight minutes. 

Auricular fibrillation was the most common of the 
arrhythmias but only in one patient did the fibrilla- 
tion last more than a few days after the operation. 
Of the two patients who developed ventricular 
fibrillation it lasted only a few seconds in one. In 
the other it required defibrillation and cardiac 
massage to restore normal rhythm. The arrhythmias 
could hardly be attributed to the hypothermia, as 
they were just as common under ordinary anesthesia 
induced for operations on the heart. At a follow-up 
examination correction of the defects was found to 
be complete in 23 patients and in the other 2 it 
was incomplete. Most of the patients could be dis- 
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charged from the hospital within a fortnight of the 
operation. As with other operations on the heart, the 
reactions to them were mildest in the patients under 
15 years of age. 


Serous Pleurisy.—Dr. P. Hoveid (Nordisk medicin, 
Nov. 10, 1959) reported a series of 100 patients 
with pleurisy who had been subjected to exploratory 
puncture. The pleural effusions found were serous 
or serohemorrhagic, and no patient who developed 
empyema was included. In 47 patients the effusion 
was traced to some infection, with tuberculosis 
definitely responsible in 16 and probably so in 22 
others. Carcinomatosis was diagnosed in 21 patients, 
and this was the numerically most important diag- 
nosis in patients over 50 years of age. Of the 43 
patients under this age only 4 had carcinoma, 
whereas 30 had tuberculosis or a suspicion of it. In 
20 patients the cause of the effusion remained ob- 
scure. Cultivation of the tubercle bacillus proved 
to be of limited value, whereas cytological examina- 
tion of the effusion gave promising results with 
respect to malignant disease. There seems to be a 
great need for a rapid and reliable test for tuber- 
culosis and in this respect Hoveid gives his experi- 
ences with needle biopsy of the parietal pleura 
carried out without any complications on 40 pa- 
tients. Among these 9 had a diagnosis of tuberculo- 
sis and 14 a diagnosis of malignant disease. Though 
this simple test is useful with regard to both 
tuberculosis and malignant disease, it must be ad- 
mitted that a _ histological examination of the 
parietal pleura throws little light on obscure causes 
of pleurisy. 


PORTUGAL 


Pulmonary Aspergillosis.—Tomé Vilar (Gazeta med. 
portuguese 12:132, 1959) described two new cases 
of pulmonary aspergillosis, both of which were 
recognized many years after a different diagnosis 
had been made. The first was that of a 10-year-old 
boy with tuberculosis who had a massive hemopty- 
sis. At operation a granular mass was spilled from 
the cavity into the bronchial tree, killing the child 
by bronchial obstruction. The second was that of a 
woman whose condition was diagnosed as a lung 
abscess, but whose roentgenogram was atypical. 
At operation a putty-like mass was found in the 
abscess cavity. On microscopic examination the 
content of the cavities was found to be made up of 
mycelia with many dead and some calcified asper- 
gilli. In both cases, in retrospect, the x-ray findings 
were found to be pathognomonic of pulmonary 
aspergillosis. Thus, it is seen that dead aspergilli 
may produce symptoms while acting purely as a 
foreign body. Another case was diagnosed pre- 
operatively on the basis of the experience gathered 
from the study of the patients described above. 

J. Cortez Pimentel (Gazeta med. portuguese 
12:195, 1959) described anatomic and clinical find- 
ings which he believes might be interpreted as 
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initial and residual stages of pulmonary aspergil- 
losis. The initial stages were marked by the pres- 
ence of mycelial masses, the size of which varied 
between that of a grain of corn and that of an 
olive, inside pulmonary cavities. This initial stage 
showed no clinical or radiologic manifestation and 
was identified in the course of a study of 205 speci- 
mens resulting from exereses made in connection 
with a research project. The residual stage may 
appear either in the form of a mycelial mass, 
necrosed and softened in the lumen or incorporated 
in the wall of an infected bronchiectatic pouch or 
a chronic lung abscess, or in the form of caverno- 
liths or broncholiths, formed by calcification of the 
fungus mass. The fact that some aspects, very much 
suspected of corresponding to residual stages of the 
aspergillosis, have been observed in bronchiectases 
of the lower lobes leads to the assumption that the 
frequency of this localization may be more common 
than is generally believed. 


SWEDEN 


Serum Transaminase Activity and Liver Damage.— 
Arturson and Persson (Acta chir. scandinav. 117:221- 
229, 1959) made serum glutamic-oxalacetic acid 
transaminase (SGO-T) activity determinations in 
combination with the common liver function tests 
on a single serum sample of each of 57 hospitalized 
patients with diseases of the biliary tract. In 15 liver 
biopsy was performed and the histological evalua- 
tion of the liver tissue was correlated to the SGO-T 
level. In all patients showing an increased SGO-T 
level the liver cells were more or less distintegrated 
due to an acute degenerative process. Hence the 
SGO.-T level is a valuable index of acute liver cell 
destruction and seems to be useful especially for 
the differentiation of various types of biliary ob- 
struction. 


Fungi in Peptic Ulcers.—A series of 30 resected 
stomachs were examined for fungi by B. Holmstrém 
and co-workers (Acta chir. scandinav. 117:215-220, 
1959). The operative specimens contained 22 gastric 
and duodenal ulcers, 12 of which showed growth of 
fungi. In 15 instances samples from the ulcer and 
adjacent mucosa were cultured concurrently. 
Growth or fungi was noted in four. The strains 
found were chiefly Candida albicans and Torulopsis 
glabrata which are saprophytes but potential 
pathogens. The authors drew attention to the possi- 
bility that the fungi might interfere with the healing 
of the ulcer and that the administration of broad- 
spectrum antibiotics favors the growth of the fungi. 


Cineroentgenographic Studies of Gastrointestinal 
Motility—With use of the cineroentgenographic 
technique with image amplifier, studies have been 
made of the motility pattern of the stomach, duo- 
denum, and small intestine after administration of 
a contrast medium. Liljedah] and co-workers (Acta 
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chir. scandinav. 117:206-214, 1959) reported a series 
of 22 patients with gastric or duodenal ulcer, 5 of 
whom had undergone partial gastrectomy with the 
Billroth 1 and 14 with the Billroth 2 operation and 
2 of whom had had total gastrectomy. Six normal 
subjects without gastrointestinal complaints were 
used as controls. After the Billroth 1 operation the 
motility pattern of the stomach was found essen- 
tially to resemble that in healthy subjects. Thus 
motility was slight in the fundus, but deep waves 
of contraction were observed in the part correspond- 
ing to the pylorus. In the region of the gastroduo- 
denostomy a “pyloric” mechanism had developed in 
which the part of the duodenum included in the 
anastomosis acted as a sphincter. Antiperistaltic 
movements in addition to normal peristalsis were 
visible in the duodenum. 

A similar motility pattern was observed in pa- 
tients in whom the Billroth 1 operation had been 
complemented by vagotomy. In most of the patients 
who had had the Billroth 2 operation the contrast 
medium passed through the stomach rapidly. Some 
retention of the medium in the stomach occurred 
only in patients with anteceliac gastroenterostomy. 
No definite difference was noted between patients | 
with and without the dumping syndrome as far as 
passage through the stomach was concerned. A 
distinct difference was, however, observed with 
respect to peristalsis in the small intestine. Thus, 
when the contrast medium reached the small in- 
testine peristalsis was much brisker in the patients 
with dumping syndrome than in those who were 
asymptomatic. After reoperation to construct a 
Billroth 1 type of anastomosis all the patients with 
the dumping syndrome became asymptomatic. 
From the point of view of gastrointestinal motility 
these patients did not differ from the others in whom 
Billroth 1 gastrectomy had been performed. 


Gastrectomy with Jejunal Replacement.—Sture 
Hedenstedt (Acta chir. scandinav. 117:295-310, 
1959) performed gastrectomy with jejunal replace- 
ment on a series of 70 patients. A slight modifica- 
tion of the Henley technique was used by the 
author, who first drew up the separated jejunal 
segment through the transverse mesocolon to the 
upper portion of the abdominal cavity and later 
tied off the mesenteric third of the proximal end 
of the jejunal segment and made an oblique re- 
section. At the conclusion of the operation the 
jejunal segment was interposed between the gastric 
stump and the duodenum. Gastric ulcer was present 
in 38 patients, duodenal ulcer in 21, carcinoma of 
the stomach in 6, and dumping syndrome in 5. The 
dumping syndrome occurred in one patient who had 
a Billroth 1 operation and in four who had Billroth 2 
operations with secondary jejunal replacement. 
There were no deaths in the 64 patients with 
peptic ulcer. The blood chemistry and the patients’ 
weights showed a striking tendency to remain 
within normal limits. Recurrences in the form of 
stomal ulcer supervened in 2 of 15 male patients 
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with duodenal ulcer. These healed immediately 
after vagotomy. In men with duodenal ulcer the 
resection should be extremely high or preferably 
moderate and combined with vagotomy. Dumping 
syndromes of the severest grade in four patients 
who had the Billroth 2 and one who had the Bill- 
roth 1 operation disappeared immediately and 
completely after secondary jejunal replacement. In 
one patient who had the Billroth 2 operation and 
who was an alcoholic the symptoms were absent 
only when he abstained from alcohol. The author 
stated that a jejunal segment 15 cm. long anasto- 
mosed between the gastric stump and the duodenum 
was regularly independent of its mesenteric supply 
after three months. 

Svante Annersten (Acta chir. scandinav. 117:311- 
315, 1959) studied a series of 46 patients (19 with 
gastric ulcer, 25 with duodenal ulcer, and 2 with 
the dumping syndrome), all treated with jejunal 
replacement by Henley’s method. Two deaths were 
due to complications not connected with the re- 
placement technique. On follow-up after one to 
six months only three patients had dumping syn- 
dromes and these were mild. Only three patients 
could not tolerate milk, the substance most com- 
monly eliciting dumping. One recurrence was re- 
corded. Gastric resection with jejunal replacement 
offered the following advantages over the Billroth 1 
operation: The formation of a reservoir delaying 
the passage of the gastric contents decreased the 
danger of the dumping syndrome. A really high 
resection was possible without danger of tension, 
thus reducing the frequency of recurrences. The 
jejunoduodenal anastomosis was technically simpler 
than the gastroduodenostomy since the lumens 
were of the same caliber and the duodenum needed 
not be mobilized so far distally with attendant 
danger of damage to the pancreas. End-to-side 
anastomosis was also possible. Anastomosis between 
the whole circumference of the gastric incision and 
the jejunal segment presented no difficulty. 

Compared with the Billroth 2 resection the tech- 
nique offered the following advantages: The food 
entering the jejunum had already undergone duo- 
denal digestion with pancreatic enzymes and bile 
in the normal manner. The danger of anemia might 
also be decreased owing to better iron absorption. 
No dangerous stagnation occurred in the duodenal 
stump which had in many patients proved 
permeable to bacteria even in the presence of intact 
sutures. The incidence of the dumping syndrome 
was also appreciably lower. 3 


Adrenal Cortical Tumors.—G. Birke and co-workers 
(Acta chir. scandinav. 117:233-246, 1959) treated 
nine patients aged 34 to 73 for tumors emanating 
from adrenal cortical tissue. Four of the tumors 
showed definite hormonai activity. In a fifth there 
was doubt in this respect. An important finding was 
the close correlation between the adrenal cortical 
tumors and demonstrated hormonal activity. 
Adrenal cortical tumors should be extirpated when 
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possible; if this is done in time the prognosis is 
good. In five patients the tumor was located prior 
to operation. The operation was performed with the 
patients in the lateral nephrectomy position and 
the involved region was explored through a con- 
ventional lumbar renal incision. This was extended 
when necessary ventrally toward the midline and 
dorsally by division of the 11th and 12th ribs at 
the costal angles. When the tumor was large the 
peritoneum was opened to allow the intraperitoneal 
organs to be freed under direct vision. This in- 
cision provided good access to the tumor in all 
cases. During the operation and in the immediate 
postoperative period the patients required an extra 
supply of the steroids which normally were se- 
creted by the adrenal cortex. 

The authors further stated that hormonally ac- 
tive adrenal cortical tumors frequently resulted in 
atrophy of the nontumorous adrenal cortex. When 
the tumor has been extirpated the atrophic cortex 
cannot supply the increased amount of steroids that 
is necessary for normal postoperative recovery. 

Of the nine patients four developed metastatic 
spread. One patient died of malignant hypertension 
probably induced by a hormonally active tumor. 
Another patient died of postoperative adrenal in- 
sufficiency. The three remaining patients were alive 
and asymptomatic one to four years after operation. 
Patients with adrenal cortical tumors face two 
dangers. One is, as in those with other tumors, 
metastatic spread; the other is the hormonal activity 
of the tumor. In both respects early treatment in- 
creases the prospect of good results. The authors 
concluded that hormonally inactive tumors general- 
ly were not diagnosed until they were relatively 
advanced and therefore frequently had metasta- 
sized. Hormonally active tumors become manifest at 
an earlier stage and, now that adrenal insufficiency 
can be compensated, have a more favorable prog- 
nosis. 


Avulsion Fracture of the Os Calcis.—Avulsion frac- 
ture of the os calcis is a rare injury. Three cases 
were described by Arner and Lindholm (Acta chir. 
scandinav. 117:258-260, 1959). The mechanism of 
fracture in these patients did not differ from that in 
subcutaneous rupture of the tendo achillis. As re- 
gards the injury sustained each of these patients 
represented one of the types which can cause total 
rupture of this tendon. The clinical and _ roent- 
genographic features of all three were uniform. In 
each only a small part of the tendon had ruptured 
while the rest was intact and obviously of such 
tenacity that the injury caused avulsion of the 
actual attachment of the tendon. The degenerative 
changes which were demonstrated in the ruptured 
part of the tendon were identical with those found 
in tendon tissue which was totally ruptured. His- 
tological study of the nonruptured part of the 
tendon showed normal appearance. The authors 
concluded that a normal tendo achillis probably 
could not be ruptured by indirect violence. 
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Severe Head Injuries.—Continuous improvements 
in treatment—shock therapy, antibiotics, respiratory 
aids such as tracheotomy, and hypothermia—have 
increased the chances of survival for persons with 
severe head injuries. Erik Akerlund (Acta chir. 
scandinav. 117:275-277, 1959) investigated a series 
of 26 patients who had severe head injuries and 
who survived after having been unconscious for a 
week or more. The duration of unconsciousness 
was 1 week in 11 of these patients, 2 weeks in 7, 
3 weeks in 4, and 4 to 10 weeks in 4. At follow-up 
one to six years later, eight of the patients were 
subjectively and objectively fully rehabilitated. 
Eight others had residual symptoms but returned 
to the work they did before the accident. Ten pa- 
tients had more or less reduced working capacity 
due to sequelae of the head injury. Comparison with 
the duration of unconsciousness suggested that un- 
consciousness lasting up to four weeks was compati- 
ble with good restitution in about 67% of cases, 
particularly in young persons. When consciousness 
had been lost for more than a month severe residual 
defects seemed to be unavoidable. 


Lymphography of Varicose Veins.—A series of 44 
legs in 25 patients with varicose veins were studied 
by Jacobsson and Johansson (Acta chir. scandinav. 
117:346-350, 1959) who used lymphography. The 
contrast medium was injected directly into lymph 
vessels which had been exposed distally in the legs. 
Prior to exposure these vessels had been rendered 
visible by subcutaneous injection of patent blue 
violet. Of the 25 patients, 10 of whom had varicosi- 
ties with slight dependent edema which disappeared 
when the leg was elevated but no history of throm- 
bosis or ulcer. In the other 15 patients the varicose 
veins were complicated by ulcer, thrombosis, or 
both. Altered lymph vessels were fairly unusual in 
legs with uncomplicated varicose veins but were 
more common when varicosity was accompanied by 
ulcer. The connection between the varicose ulcer 
and the lymphatic changes was obscure. The im- 
paired circulation of the lymph and tendency to 
edema might predispose to ulcer. Also the constant 
infection in the ulcer might secondarily involve the 
lymphatics. Opposed to the first possibility was the 
observation that ulcers never occurred in patients 
with lymphedema in which the lymph circulation 
was impaired. The second alternative was the find- 
ing of lymphatic changes in limbs with uncompli- 
cated varices. 


UNITED KINGDOM 


Ideal Flooring for Hospitals.—An investigation to 
find a durable, quiet, and nonslippery hospital floor 
covering is being sponsored by King Edward's Hos- 
pital Fund at Ashford Hospital, Middlesex. A long 
corridor has been divided into 10 55-ft. sections. 
Each has been covered with a different type of 
flooring. An investigation of wood flooring is being 
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made at St. Peter's Hospital, Chertsey, and another 
into the best kind of flooring for aged patients at the 
West Middlesex Hospital, Isleworth. Highly 
polished hospital floors are now recognized as a 
source of danger. In recent years many limbs have 
been broken as a result of patients and attendants 
slipping on shiny floors. Yet hospitals must be kept 
clean. Ideally, flooring should also be long-lasting, 
attractive in appearance, easy to maintain, resistant 
to marking, and capable of withstanding heavy 
traffic. 

For the 10 new kinds of flooring at Ashford Hos- 
pital 30 leading manufacturers were invited to sub- 
mit samples. The flooring materials chosen included 
various compositions, a cork tile, linoleum sheet, 
linoleum tile, rubber sheet, rubber tile, and other 
forms of tile. Five service companies were invited 
to submit schedules and estimates for a basic system 
of maintenance that could be applied to the 10 dif- 
ferent sections. The maintenance program will 
consist initially of thorough washing down, followed 
by the application of two coats of resin emulsion 
sealer. Daily maintenance will consist of sweeping 
with impregnated mop sweepers. Twice weekly 
there will be dry cleaning with emulsion polish. At 
the end of each quarter the corridor will be com- 
pletely cleaned again and the cycle started afresh 
with two new coats of emulsion sealer. 


Tests for Phenylketonuria.—The early diagnosis of 
phenylketonuria permits the treatment of infants 
with this metabolic error with diets low in phenyl- 
alanine to prevent or minimize mental dete- 
rioration. It is also important to differentiate 
phenylketonuria from other and untreatable forms 
of mental deficiency. Gibbs and Woolf (Brit. M. J. 
2:532, 1959) made a phenylketonuria detection 
drive in Cardiff, where over a period of a year 
every mother of every child born in the city was 
asked to bring a specimen of the baby’s urine to 
the infant welfare clinic when the baby was 3 
weeks old, or as soon as possible after this. Bottles 
containing a litttle chlorobutanol as preservative 
were given to all the mothers. A 5% solution of 
ferric chloride was added to the urine until a 
definite color appeared. More recently a test paper 
known as Phenistix has been used. Many mothers 
stated that they were unable to get a urine speci- 
men at such an early age, and only 1,192 were 
collected and tested; 51 of these were too alkaline 
to test and of the remaining specimens one gave 
a positive test for phenylpyruvic acid. Phenyl- 
ketonuria was confirmed by chromatography of the 
serum for phenylalanine. Treatment with use of a 
diet low in phenylalanine was started when the 
baby was one month old and when it was 12 
months old the 1Q was 94. 

Seven other infants passed urine that gave a 
green color with use of ferric chloride, exactly like 
that given by phenylpyruvic acid. Laboratory in- 
vestigations showed that the reaction was not due 
to phenylalanine, but to the presence of p-hydrox- 
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yphenylpyruvic acid. In addition to the detection 
program in infants, all the children attending a 
junior school for the educationally subnormal had 
their urines tested. Of 279 children, two were found 
to have phenylketonuria, but one was 13 years of 
age, and the mental deterioration was too advanced 
for treatment. 

Phenylpyruvic acid may not appear in patients 
with phenylketonuria until the child is 1 to 6 weeks 
old. By then it may have left the hospital, and the 
greater the delay in diagnosis the more difficult 
treatment becomes. The authors suggested testing 
the urines of all children for phenylpyruvic acid 
when they are 3 weeks old and again at 2 months 
of age. The difficulty of obtaining urine specimens, 
which appeared to be the chief obstacle in infants, 
could be overcome by applying test papers to the 
wet diapers. The diagnosis must always be con- 
firmed by estimating the serum phenylalanine level. 
A diet containing large amounts of tyrosine or 
phenylalanine may result in the appearance of 
p-hydroxyphenylpyruvic acid in the urine, which 
is indistinguishable from phenylpyruvic acid if the 
ferric chloride test is used. The former acid is of 
no pathological significance. 


Increase in Traffic Accidents.—A disturbing in- 
crease in the number of traffic accidents last sum- 
mer was reported by the Minister of Transport. 
In July 588 persons were killed and 7,879 seriously 
injured, an increase of 16 and 21%, respectively, 
on the figures for July, 1958. Casualties among 
motorcyclists were particularly heavy. They suf- 
fered 10,513 casualties, an increase of over 30%, 
and 200 were fatal. This latter figure represents 
over 33% of all road deaths. Casualties among 
pedalcyclists fell from 5,557 to 5,343, but 64 were 
fatal. The total number of casualties to drivers of 
cars and other vehicles and to their occupants was 
10,995, an increase of 1,036. Of these 155 were 
fatal. An increasing number of pedestrian casual- 
ties on the roads were reported, but fewer deaths— 
145 compared with 174 in the same period last 
vear. During the first seven months of 1959 the 
total number of road casualties was 18,212, a rise 
of 11% over the figure for the corresponding period 
in the previous year. Fatal casualties rose by 137 
to 3,245. The increase in traffic, about 12%, should 
be taken into consideration in interpreting these 
figures. 


Goiter Caused by Asthma Remedy.—A_ popular 
remedy for asthmatic patients (Felsol) contains 
acetophenetidin, antipyrine, caffeine, extract of 
grindelia, and a compound of antipyrine with 
iodine (iodopyrine). This drug is considered by 
Morgans and Trotter (Lancet 2:374, 1959) to be 
potentially goitrogenic. Three adults developed 
goiters while taking Felsol powder for asthma, and 
a baby whose mother took the preparation during 
pregnancy was born with a goiter. The goiters 
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were attributed to the action of iodopyrine, which 
contains 12 mg. of iodine per dose. This was con- 
firmed by giving the adult patients similar powders 
which contained no iodopyrine, whereupon their 
goiters decreased in size. The baby’s goiter dis- 
appeared spontaneously, as it was bottle fed. 

Investigations with tracer doses of I'* in 10 
asthmatic patients showed that iodopyrine in single 
doses of 5 to 60 mg., which are well within the 
therapeutic range, can inhibit the organic binding 
power of iodine. None of the other constituents 
of Felsol had this property. This work was con- 
firmed in the rat by Brownstone and Pitt-Rivers 
(Lancet 2:376, 1959) who showed that iodopyrine, 
but not antipyrine alone, prevented the incorpora- 
tion of I'*’ into body proteins. Iodopyrine also 
caused a lowering of the BMR. It would appear 
that the iodine in iodopyrine is quickly released 
and has a goitrogenic effect. 


Staphylococcic Pneumonia and Skin Infection.— 
Secondary bacterial infection of the lung is still the 
most common cause of death in influenza pan- 
demics. The epidemiologic pathway of the staphy- 
lococci in staphylococcic pneumonia secondary to 
influenza was investigated by Goslings and co- 
workers (Lancet 2:428, 1959). Strains of staphy- 
lococci were isolated from the sputums or post- 
mortem material of patients in whom the diagnosis 
of Asian influenza had been established. The causa- 
tive staphylococci were also isolated from skin 
lesions if present, or from the nose, on the assump- 
tion that the nasal strains are frequently identical 
with those causing skin lesions. In 40 patients who 
had influenza with secondary staphylococcic pneu- 
monia, an antecedent staphylococcic cutaneous or 
other open lesion was found in 35%, and in a 
further 20% such an association seemed probable. 
Although only about a 33% of the patients with 
influenza had definite staphylococcic skin lesions 
there was a high incidence in such lesions in other 
members of the household or in close contacts, 
such as nurses. Resistance to antibiotics increased 
after hospitalization of the patients. Phage-typing 
showed a marked increase of group 3 strains in 
cultures isolated after the first day. 

It was suggested that all staphylococcic lesions, 
particularly furunculosis, should be treated with 
the utmost care in influenza pandemics, and that 
if a member of a family which harbors staphy- 
lococci contracts influenza the patient should be 
watched carefully for any sign of secondary lung 
infection. This also suggests that the sputum of 
influenzal patients with pneumonia as a complica- 
tion should be repeatedly cultured. 


Desoxyribonucleic Acid Content of Cancer Cells.— 
Stich and co-workers claim to have improved the 
accuracy of the histological diagnosis of cancer by 
direct measurement of the desoxyribonucleic acid 
(DNA) content of individual nuclei in cancer cells 
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(Lancet 2:385, 1959). The excised tissue was fixed, 
sectioned, hydrolyzed with normal hydrochloric 
acid, and stained in leukobasic fuchsin. The DNA 
content of the nuclei of individual epithelial cells, 
in metaphase and telophase, was then measured 
spectrophotometrically. Initially the levels in about 
30 nuclei were averaged in the cells of 8 specimens 
of normal colonic mucosa, 29 benign colonic polypi, 
and 23 colonic adenocarcinomas. The DNA con- 
tent was measured in arbitrary units. The benign 
polypi nuclei averaged 12 DNA units. Carcinoma 
cells gave abnormal values, centering around 16 
or 21 DNA units, and occasionally multiples of 
these numbers. No abnormal values were found 
in the nuclei of cells of the epithelium of normal 
colon or histologically benign polypi. There was 
correlation between the histological grade of malig- 
nancy of a carcinoma and the nucleic DNA value. 
Carcinomas of the bronchus, stomach, and female 
breast were also found to give abnormal nucleic 
DNA values. 

Because of the clear-cut results, the nuclei of 
epithelial cells in another series of tumors were 
examined, the DNA content of only three nuclei 
being measured. The results averaged the same 
as when 30 nuclei were counted. No histologically 
benign tissues were found to possess the abnormal 
nucleic DNA values of the carcinoma cells. It may 
thus be possible to distinguish between benign 
and malignant tumors of some tissues by a small 
series of nucleic measurements. If confirmed such 
a technique may become a valuable diagnostic 
tool. In experimental tumors the DNA value of the 
nuclei was correlated and equated with chromo- 
some number and the possession of abnormal 
chromosome complements by malignant cells. 
Direct chromosome counts on fresh tissues obtained 
at operation gave a value identical with that cal- 
culated from the measured DNA value. 


Repeated Doses of Poliomyelitis Vaccine.—Perkins 
and co-workers (Brit. M. J. 1:680, 1959) showed 
that the maternal antibody still present in 4-month- 
old infants inhibits their response to type 1 polio- 
myelitis vaccine. Satisfactory response will be ob- 
tained in all infants only when maternal antibody 
has fallen to noninhibitory levels, which is after 
the infant is 6 months old. They therefore in- 
vestigated the responses to poliomyelitis vaccine 
given as a primary course of immunization (Brit. 
M. J. 2:530, 1959). Sixteen infants in each of these 
two age groups were given three doses of 1 ml. of 
vaccine intramuscularly, each at an interval of a 
week. Postimmunization blood samples were taken 
four weeks after the second dose, and two to three 
weeks latei. 

The responses of infants in both age groups to 
two doses of vaccine were good to type 2 and 
type 3 virus, all the infants responding, but those 
to type 1 were not so satisfactory; 20% of the 
6-month-old infants and 43% of the 9-month-old 
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infants failed to show a rise in antibody level. 
The responses after three doses were much more 
satisfactory, all infants giving higher antibody 
levels to all types than after two doses. The 6- 
month-old infants responded better to type 1 virus 
than did the 9-month-old infants, and this differ- 
ence was most pronounced after the third dose. 
This was probably due to the difference in anti- 
genic activity of type 1 virus in the two types of 
vaccine used. Only vaccines highly potent in the 
type 1 component should be used for immunizing 
infants. Three doses, given at monthly intervals, 
should constitute the primary course at this age. 


Peripheral Vascular Disease Treated by Placental 
Implants.—Falconer and Gunn (Brit. M. J. 2:538, 
1959) conducted a controlled trial on the effect 
of placental implants for the relief of symptoms in 
patients with peripheral vascular disease. The in- 
vestigation was prompted by the reports of con- 
tinental workers who claimed that placental ex- 
tracts promoted the healing of wounds and ulcers. 
A series of 39 patients with severe intermittent 
claudication was divided by random selection into 
five groups, which were respectively treated with 
an implant of (1) placenta; (2) penicillin and 
saline solution to act as a control for the trauma 
of the incision; (3) the fluid in which the placenta 


was incubated, which was virtually a saline pla- 


cental] extract; (4) human protein to excite a foreign 
body reaction; and (5) 150 mg. of ethinyl estra- 
diol. Under aseptic conditions a number of 1-cm. 
cubes of the cotyledon surface of freshly delivered 
placentas were excised and incubated at 4 C for 
five days with one mega unit of penicillin in 4 ml. 
of norma! saline solution. Three l-cm. cubes were 
then implanted subcutaneously in the thigh of the 
maximally affected limb. The patients of the control 
series received the implants or extracts previously 
described. 

The results were assessed by determining before 
and after treatment the walking distance required 
to produce claudication, the venous filling time, 
the response to reflex heating, skin temperature, 
oscillometric readings, and the subjective feelings 
of the patient. Of those who received placental 
implants nearly 70%, claimed to be benefited for 
varying periods, There was an increase in exercise 
tolerance, a rise in skin temperature, and an im- 
provement in the reflex heating response, but no 
change in the oscillometric readings. The control 
patients showed no subjective or objective im- 
provement, except those receiving ethinyl] estradiol, 
some of whom showed improvement for a short 
time. The authors believe that these placental im- 
plants have a place in the treatment of peripheral 
vascular disease. They ascribed the effect to hor- 
mones in the placenta, possibly estrogens, since 
ethinyl estradiol also appeared to have some bene- 
ficial action. 
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CORRESPONDENCE 


NAMES OF NEW DRUGS 


To the Editor:—The matter of names of new drugs 
continues to raise problems. For commercial pro- 
tection, it is necessary for a drug manufacturer to 
trademark a name for a new drug. Such a name is 
usually made as short and as easy to remember as 
possible in order to maintain commercial advantage 
through use of the trade name, even after patent 
rights to the drug itself may have expired. On the 
other hand, it is against the dignity, prestige, and 
best interests of scientists and members of the 
health professions to use trade names of drugs in 
scientific and professional communications. There 
is no point in scientists or professional men becom- 
ing advertising agents for commercial concerns. As 
a consequence, generic names which may be pub- 
licly used without any fear of involving the legal 
aspects of trade names must also be provided. 

In view of the increasing flamboyance of com- 
mercial advertising for drugs, even in the best 
professional journals, it is particularly important 
that professional men and scientists themselves 
attempt to hold the persuaders of Madison Avenue 
within reasonable bounds. This can be done edi- 
torially by suggesting more restrained drug adver- 
tising and especially by requesting more scientific 
data in the advertisements. It would help if we 
could get away a bit from our devotion to the 
psychology of persuasion, in business affairs, to the 
more farsighted viewpoint associated with the 
psychology of responsibility. It is still the responsi- 
bility of management in drug manufacturing to 
maintain the dignity of drug advertising. 

A situation in which all scientists and profes- 
sional workers would use only the generic names 
of drugs in scientific and professional communica- 
tions, with perhaps merely a footnote to. indicate 
the trade name for identification purposes, would be 
particularly helpful. The editors of scientific and 
professional periodicals could help by insisting on 
the exclusive use of generic names in all scientific 
and professional communications, with full dis- 
closure of the chemical constitution of new drugs 
and data on physical and chemical properties, not 
only for purposes of identification but also for 
practical information. The Conference of Biological 
Editors is planning to consider this matter. This 
important group is developing a style manual 
which, it is hoped, may be followed by editors of 
scientific and professional journals. 

Meanwhile, the American Medical Association 
could well afford to take the lead again in trying to 
exercise some sort of effective control over the 


developing abuse of drug advertising. This for- 
merly was a function of its Council on Drugs. This 
matter could again be delegated to the Council on 
Drugs, by giving it authority to prevent the use of 
any advertisement of a drug which does not con- 
form to simple decency and which fails to give 
specific information about the chemical composition 
of the drug, with the generic name and with such 
scientific data as may be useful to physicians in 
deciding whether or not to use the drug clinically. 
The better drug manufacturers will probably initi- 
ate steps themselves to bring about some measure of 
control over the insidious growth of over-persuasive 
drug advertising. 

Cuauncey D. Leake, M.D. 

Ohio State University 

Columbus 10, Ohio. 


CINCHONA BARK AND LOUIS XIV 


To the Editor:—In the column “Medical Beliefs of 
Yesterday” in THE JouRNAL, Sept. 5, page 250, it is 
stated that Louis XIV of France was treated with 
quinine. This is not strictly true, in that quinine was 
not extracted from cinchona bark by Pelletier and 
Caventan in France until 1820, whereas Louis XIV 
was born in 1639 and died in 1715. The bark of the 
tree was called Jesuit bark in 1535. It was used as a 
drug in 1633, and it was given to the wife of the 
Viceroy of Peru in 1638. His family name was 
Cinchona or Chichona and the bark thereafter took 
its name from this family. The bark was introduced 
into France in 1649. 


Epwarp A. MALLon, M.D. 
5029 Sylvia Rd. 
Pilgrim Gardens 
Drexel Hill, Pa. 


PEPTIC ULCERS IN CHILDREN 


To the Editor:-1 am establishing a registry of 
children who have peptic ulcers. I believe that all 
physicians who are working in this field and who 
are interested in this problem should have some 
place to correlate their knowledge. I would appre- 
ciate it if anyone who knows of child patients with 
peptic ulcer, diagnosed either post mortem or roent- 
genographically, would send the pertinent data to 
me. I will circulate a semiannual report to every- 
one who contributes material to the register. 


Rosert B. Tupor, M.D. 


Quain & Ramstad Clinic 
Bismarck, N. D. 
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THE LEISURE CORNER 


MOBILES—A NEWER ART FORM 


Contemporary artists and sculptors have experi- 
mented widely with new forms, compositions, and 
materials. A most interesting adaptation of meve- 
ment occurs in the work of sculptors such as Alex- 
ander Calder, an American, who in 1930 introduced 
the use of mobiles. These sculptures are shapes 
made of wire and sheets of metal that are suspended 
in the air. Mobiles are linked together and balanced 
so that they will move and form a related composi- 
tion when they are pushed by air currents. 

A mobile is created for the sake of movement. 
Movement is unplanned, and it is the particular 
way in which it moves that captures the spectator’s 
attention. Since mobiles comprise one of the newer 
art forms there is very little formal tradition or his- 
tory behind their evolution, other than the fact 
that they were introduced about three decades ago. 
Mobiles are three-dimensional and artists every- 
where refer to them as moving sculpture. When 
painted, they possess a quality similar to that of 
an abstract painting wherein all the pieces are 
cut out. 

One of the fascinating aspects of mobiles is that, 
after they have been constructed and suspended in 
the air, they turn and present many combinations of 
form simultaneously. The outside and the inside of 
a mobile can be seen at the same time. Light, space, 
and form enter in equal balance as they are in- 
corporated in the basic design. The space in which 
a mobile moves is as important as the mobile itself. A 
mobile is not supposed to just hang in the air, mov- 
ing stifly as a weathervane or a fixed windmill in 
a static and fixed manner. The secret of a well- 
constructed mobile lies in its ability to have a life of 
its own, being so constructed as to possess purpose- 
ful forms pointing in a variety of directions so that 
the observer will follow its graceful contour and 
rhythm. All the elements of motion can be con- 
trolled by the maker of the mobile, who will impart 
to each mobile a special character and personality— 
dreamy, solemn, or witty. 

After a mobile is constructed, it should be hung 
as part of the decoration of a room in a space that 
will provide unrestricted movement. The center of 
a room is not necessarily the most desirable loca- 
tion. To be seen and best appreciated, a mobile is 
hung at eye level or a little higher, generally from 
the ceiling. Among the more desirable locations are 
the side of a wide door, an arch, an opening between 
rooms, in a bay window, or in a main entrance hall 
or foyer. 

A cardinal question arising in the mind of a 
novitiate mobile-maker is how to balance the entire 
composition. If one keeps in mind that a mobile is 
not a machine for defying gravity or solving prob- 
lems in physics, it will soon be realized that balance 
can be obtained by the artistic use of color, form, 
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and shape. Spatial relationship produces another 
kind of balance, while texture and material produce 
their own values. 

To experiment with balance, take two cardboard 
pieces, find a section of wire stiff enough to hold 
the cardboard without bending, and tie the card- 
board pieces together. Tie a string around the wire 
and adjust it by sliding the string toward one end 
or the other until the wire is horizontal, the two 
sections of cardboard balancing one another. Hang 
the entire construction again by the string, and in 
this way you will have all the essential elements of 
a mobile—motion, balance, and form. 

The proper use of color is important in the design 
of a mobile, for color not only makes the mobile 
more attractive but in a subtle fashion achieves the 
desired balance. If both sections of cardboard in a 
two-piece mobile have the same neutral color, paint 
one of the sides of one section red. You will then 
notice that the red side becomes a focal point, and 
the other side seems to revolve around it as the 
mobile turns. 

One of the attractive features of becoming a 
mobile hobbyist is the fact that mobiles are inex- 
pensive and require only simple tools for their 
construction. To begin with, many of the objects 
required are usually found in one’s home, for ex- 
ample, cardboard, sheet metal, wire, and thread. 
Later, as one becomes more proficient in the con- 
struction of mobiles, the main ingredients required 
are ample doses of ingenuity, imagination, and skill. 
Of course, these elements bring other products into 
play, and before you know it you will be experi- 
menting with and utilizing wood, plaster of paris, 
plastic, glass, and paint. 

When searching for ideas to be incorporated in 
mobile designs, one has to observe various environ- 
ments. Abstract paintings in art museums have 
assisted many mobile hobbyists by suggesting inter- 
esting patterns and designs. Rectangular, horizontal, 
and vertical shapes will complement similarly de- 
signed spaces. Free forms—not necessarily geometric 
figures—are more adaptable and pleasing when the 
space occupied by the entire mobile is itself a free 
form. When working with free forms it is a good 
rule to arrange them in asymmetrical combinations, 
horizontal and diagonal, so that they will appear 
very much like the leaves of a branch of a tree. 
A well-constructed mobile should always appear to 
be floating or moving through the air, never hang- 
ing stiffy in space. 

Many doctors, especially pediatricians, have 
placed mobiles in their offices. These seem to relax 
their young patients as they await their turn for 
examination. The eye-catching mobiles usually 
contain materials young children are familiar with— 
trinkets, colored papers in a variety of fantastic 
shapes, small boxes, jewelry, decorative accessories, 
all balanced on wires. Movement always affords a 
great deal of pleasure to children, and their visit to 
the doctor’s office becomes an agreeable experience 
as a result of watching mobiles. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Importance of Novocain Infiltration of the Preaortic 
Plexus in the Treatment of Angina Pectoris. I. 
Kunos and L. Soltész. Presse méd. 67:1351-1352 
(July 4) 1959 (In French) [Paris]. 


Procaine (Novocain) infiltration of the preaortic 
plexus by Arnulf’s technique was used in treating 
20 patients with angina pectoris. The term “pre- 
aortic plexus” was proposed by Arnulf to designate 
the portion of the cardiac plexus accessible to the 
surgeon. The space in front of the aorta can be 
reached by the surgeon’s needle, and procaine in- 
jected into this space will infiltrate the greater 
part of the expanse containing the cardiac plexus. 
Three methods of infiltration are generally used: 
(1) the left cervical approach (Arnulf’s technique); 
(2) an approach through a hole in the sternum 
(Djanélidze’s transsternal method); and (3) Lian’s 
right cervical approach. Possible complications in- 
clude accidental pricking of the aorta, which is 
never followed by significant hemorrhage, because 
the tunica elastica closes promptly behind the del- 
icate needle; pneumothorax, if the needle enters 
the pleura or the lungs; and air embolism, if an 
anonymous vein is entered. The best guarantee 
against the last two lies in having the infiltration 
carried out by an experienced operator with use 
of an appropriate procedure. 

Patients selected for blocking of the preaortic 
plexus were those who had been subject to anginal 
attacks for at least one year and in whom the at- 
tacks were of frequent occurrence, were precipi- 
tated by walking, effort, or psychic excitation, and 
were promptly relieved by the administration of 
vasodilators. The patients were divided into 5 
groups according to the clinical picture they pre- 
sented. Group 1 contained 8 patients with anginal 
attacks but no changes in their electrocardiograms. 
Group 2 contained 4 patients with severe coronary 
lesions in whom anatomic changes in the myo- 
cardium, the great arteries, and the coronaries 
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could be detected on clinical, electrocardiographic, 
and roentgenologic examination. These patients 
had characteristic sensations of oppression and 
symptoms of circulatory insufficiency even in the 
absence of attacks. Group 3 contained 3 patients 
in whom blocking of the stellate ganglion had 
previously been carried out without success. Group 
4 contained 3 patients with an infarct of more than 
6 months’ standing, and group 5 contained 2 pa- 
tients with recent infarcts. Novocain infiltration of 
the preaortic plexus provided lasting relief from 
anginal pain in 16 of these 20 patients. The best 
results were obtained in patients whose disease 
was in the functional stage. Those with severe 
coronary lesions usually derive much greater bene- 
fit from operations designed to produce anastomoses 
than they do from Novocain infiltration. Conse- 
quently, the only patients with severe coronary 
lesions who were treated by infiltration in this 
series were those in whom pain was the dominant 
symptom, and who were comparatively young and 
unwilling to submit to a more serious operation. 
Good, long-lasting results were obtained in 3 of 
the 4 patients in this group. The 4th patient, how- 
ever, had an immediate recurrence of anginal 
pain as soon as he got up and tried to work again. 

Inflammatory disease of the coronary vessels 
and myocardial infarction are not contraindications 
to infiltration of the preaortic plexus in cases in 
which pain predominates. Only 1 of the 5 patients 
in groups 4 and 5 (those with infarct) failed to 
obtain relief as a result of the infiltration. It should 
be remembered, however, that the disappearance 
of pain may be fraught with danger because pain 
is a warning signal. Patients should have this dan- 
ger impressed upon them and should be told that 
the appearance or increase of dyspnea, palpitation, 
and collapse are to be interpreted as equivalent 
to the anginal attacks they had before the infil- 
tration and that they must, therefore, continue to 
take all the precautions prescribed. 


Myocardial Infarction During Gastrointestinal 
Hemorrhage. R. A. Mandelbaum and A. H. Brack- 
up. New York J. Med. 59:2896-2901 (Aug. 1) 1959 
[New York]. 


The authors report on 2 women with gastroin- 
testinal hemorrhage complicated by myocardial in- 
farction in order to emphasize the frequency of 
cardiac complications in gastrointestinal hemor- 
rhage and to stress the great importance of detect- 
ing these cardiac abnormalities early in the course 
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of the illness. In one of the 2 patients an anemic 
state caused by gastrointestinal bleeding was recog- 
nized early, and blood transfusion replacement 
therapy was started immediately. The provision of 
essential nutrition to the anoxic myocardium prob- 
ably enabled the patient to recover from the acute 
injury. The other patient died of myocardial in- 
farction several days after her gastrointestinal 
bleeding had been well controlled and her hemato- 
crit stabilized. The fatal myocardial infarction 
could have been prevented if the diagnosis of 
gastrointestinal hemorrhage had been made earlier 
and subsequent blood replacement given sooner. 

The principal causes of cardiac involvement in 
extensive gastrointestinal hemorrhage are the shock 
and acute anemia that accompany this process. 
Acute anemia by itself, without any drop in sys- 
temic blood pressure, is a treacherous enough situa- 
tion, causing a decrease in the ability of the myo- 
cardium to meet its nutritional needs. Active bleed- 
ing causes a fall in cardiac output in the presence 
of tachycardia. Only after the phase of active 
bleeding has stopped does the anemic individual 
respond to the situation with an increase in cardiac 
output, provided that the myocardium is healthy 
enough to respond to the need. 

Since anemia and shock are the principal pre- 
cipitating causes of myocardial necrosis in hemor- 
rhage, the correction of these 2 factors is the cor- 
nerstone of therapy. Under no circumstances should 
blood or pressor agents, such as levarterenol bitar- 
trate, be withheld in the gastrointestinal bleeder 
when they are indicated. Circulatory stabilization 
will usually occur after rapid infusion of 1,000 or 
1,500 cc. of whole blood, and blood may be given 
more slowly after this to regain hematocrit. If con- 
gestive heart failure is impending, the blood must 
be given slowly and the blood pressure maintained 
by pressor amines administered intravenously simul- 
taneously. If circulatory stabilization does not occur 
after administration of 2,500 cc. of blood, it may 
be assumed that bleeding is continuing and that 
immediate operation is required. 

Throughout the period of active bleeding the 
clinician must be aware of the cardiac status of 
the patient. Arrhythmias should be detected early, 
and specific drug therapy should be instituted. 
Electrocardiographic studies should be frequent; if 
myocardial infarction or coronary insufficiency oc- 
cur, nonvital procedures, such as intubation and 
x-rays, should be avoided. Frequent observation to 
detect the early signs of congestive heart failure 
should be performed. If such signs occur, digitalis 
is administered rapidly. Cardiac studies should be 
as frequent as hematocrit and blood pressure de- 
terminations in these patients. Intravenous therapy 
with such a pressor amine as levarterenol should be 
used promptly when signs of hypotension are de- 
tected. It is suggested that a urinary catheter be 
inserted and the flow of urine in cubic centimeters 
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per minute be measured at the same time as levar- 
terenol is administered. The flow rate of urine in 
half a cubic centimeter per minute suggests a satis- 
factory response to pressor amine therapy, correlat- 
ing well with the rise in systolic blood pressure 
and the widening of the pulse pressure to 20 
mm. Hg. 


Hypoplasia of the Pulmonary Arteries. J. R. Belcher, 
L. Capel, J. N. Pattinson and J. Smart. Brit. J. Dis. 
Chest 53:253-262 (July) 1959 [London]. 


The authors report on 12 men, between the ages 
of 28 and 58 years, and a 41-year-old woman with 
hypoplasia of the pulmonary arteries. The condi- 
tion was discovered either on a routine chest roent- 
genogram showing increased radiolucency of one 
lung or of one or two of its lobes, due to this de- 
crease in vascularity, or after the occurrence of 
such symptoms as dyspnea, bronchitis, and hemop- 
tysis, for which the patients were referred to the 
London Chest Hospital. Of the 13 patients, a lobar 
artery was affected in 9, and the whole pulmonary 
artery on one side in 4. Bronchography and angiog- 
raphy were carried out in 11 patients, and broncho- 
spirometry in 9. In addition to increased radio- 
lucency of the whole or part of one lung, the chest 
roentgenograms showed decrease in size of the 
affected segment and great reduction in size of the 
pulmonary arteries. Angiography showed a great 
reduction in the size and number of the pulmonary 
arteries and a diminished circulation rate in the 
affected area. The angiographic appearances dif- 
fered from those seen in emphysema in that the 
affected pulmonary artery was often small. In 2 of 
the 11 patients the bronchogram was normal; in 
the other 9 patients, a prominent reduction in size 
by more than 50% was seen, which differed from 
the abnormality of typical bronchiectasis. Broncho- 
spirometry showed that the oxygen uptake was re- 
duced considerably more than the ventilation on 
the affected side. 

It is thought that hypoplasia of the pulmonary 
arteries may be congenital in origin or that it may 
be acquired during the growing period. Although 
the abnormal lobe or lung in itself causes no symp- 
toms, the respiratory reserve is diminished, for the 
affected area takes up little oxygen. Hypoplasia of 
the pulmonary arteries thus may aggravate breath- 
lessness due to disease in the unaffected lung. 
Whatever the cause of the lesion, the presence of 
a hypoplastic pulmonary artery is of practical im- 
portance. The onset of inflammatory or neoplastic 
processes in the only functioning lung is of much 
graver import than in the average patient and re- 
quires prompt treatment. Coexisting bronchiectasis 
can be treated on its merits, bearing in mind that 
one area of lung is almost functionless because of 
the arterial hypoplasia. If there is effort intolerance 
(the patient is unable to maintain normal walking 
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pace) and severe trapping in the abnormal lung 
(which was present in each of the 4 patients with 
the whole of the right or left pulmonary artery 
affected), then pneumonectomy may help. This was 
performed on 2 patients, with great improvement 
in one, and slight improvement in the other. In 
neither patient was there any significant change in 
the spirometric findings after pneumonectomy. This 
reflected the severe ventilatory defect of the re- 
moved lung. The presence of hypoplasia of the 
pulmonary artery should be suspected whenever a 
lobe or lung shows increased radiolucency and di- 
minished size. A close study of the vascular pattern 
on the chest roentgenogram will usually establish 
the diagnosis. Angiography may be helpful in 
doubtful cases. 


Tuberculoid Granuloma in the Stomach. N. G. 
Kock. Nord. med. 62:1036-1039 (July 9) 1959 (In 
Swedish) [Stockholm]. 


Tuberculoid granulomas without necrosis have 
been seen in many organs. The first description of 
changes typical of sarcoidosis in the stomach was 
given by Schaumann in 1936. Tuberculoid gran- 
ulomas are now regarded as an unspecific tissue 
reaction to a number of different agents. Kock 
found reports of 24 cases in the literature and de- 
scribes 4 additional cases. The first of these fulfills 
the requirements for classification as sarcoidosis; 
tuberculoid granulomas without necrosis were 
found in 2 localizations—in the stomach mucosa 
and in a lymph node at the lesser curvature—also 
in lymph nodes from the axilla. Of the other 3 
cases, all with peptic ulcers, the first case had 
tuberculoid granulomas in the stomach mucosa, 
and the second, in lymph nodes at the lesser curva- 
ture; in the third instance tuberculoid granulomas 
were found at the bottom of the ulcer and in a 
lymph node at the lesser curvature. The lesions are 
regarded as an unspecific reaction in connection 
with the ulcers. 


Clinical Investigations on the “Rheumatoid Factor.” 
M. Giordano, M. Ara and E. Drammis. Riforma 
med. 73:783-788 (July 11) 1959 (In Italian) [Naples]. 


The authors examined the so-called R. A. test, a 
remodification of the latex fixation test of Singer 
and Plotz which had originally been modified by 
Rheims and co-workers, in 113 patients with cer- 
tain types of rheumatic disease and in 188 patients 
with nonrheumatic disease. The Waaler-Rose test 
(or W. R. test), as modified by Svartz and Schloss- 
mann, was given to all patients with rheumatoid 
arthritis and to most patients who had not had 
rheumatoid arthritis but who showed positive or 
doubtful response to the R. A. test. Of 30 patients 
with primary chronic polyarthritis, the R. A. test 
finding was positive in 29 (96.7%), and the W. R. 
test was positive in 21 (70%). The serum of the 
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only patient who had a negative R. A. result yielded 
a doubtful result with the W. R. test. Both A. R. 
and W. R. test findings were positive in the only 
patient who had rheumatoid arthritis associated 
with psoriasis. Two of 40 patients with rheumatic 
fever had positive R. A. test findings in a dilution 
of 1:16. The serum of 2 out of 3 patients with anky- 
losing spondylitis gave negative results with both 
the R. A. and the W. R. test. Findings with the 
R. A. test in dilution of 1:40 were positive in 6 
(15%) out of 40 patients with arthrosis accompanied 
by pain. Of 133 diabetic patients, findings with the 
R. A. test in dilution of 1:40 were positive in 19 
(14.2%). Positive results with the R. A. test were 
obtained in 4 out of 5 patients with Addison’s dis- 
ease. Of 8 patients with pulmonary tuberculosis 
and pleurisy, 2 gave positive R. A. results. The 
authors believe that the R. A. test is a useful method 
for the diagnosis of primary chronic polyarthritis; 
it is a slightly more sensitive and a much simpler 
procedure than the W. R. test. 


The Prevalence of Pneumococcal Types and the 
Continuing Importance of Pneumococcal Infection. 
R. Austrian. Am. J. M. Sc. 238:133-139 (Aug.) 1959 
[Philadelphia]. 


Data accumulated from 1952 to 1957, after the 
reintroduction of pneumococcic typing as a routine 
laboratory procedure in the New York area, in 
which this study was conducted, indicate that the 
pneumococcus is still an important cause of disease 
in the human respiratory tract and that there has 
been relatively little change in the distribution of 
the pneumococcic types responsible for most of 
the infections in man. The principal exception to 
this latter statement is the rarity, in the 6 years for 
which figures are available, of infection caused by 
pneumococcus, type 2. Variations in the incidence 
of infection due to this organism have been noted 
in the past. 

Pneumococci were recovered from 1,322 patients 
admitted to a general medical ward service. About 
two-thirds of these patients had pneumonia. Classi- 
fication of the strains isolated showed that 48.8% 
were included in capsular types 1 to 8, inclusive, 
and that two-thirds of 209 pneumococcic bac- 
teremias were caused by organisms of these same 
capsular types. The course of infection has ob- 
viously been altered by the use of antibiotics in its 
treatment. Pneumococcic pneumonia treated soon 
after onset with highly effective modern drugs may 
be limited to a single pulmonary segment instead 
of progressing throughout an entire lobe or beyond 
it. The incidence of extrapulmonary complications 
has also been strikingly reduced. Nevertheless, pa- 
tients arriving at the hospital in the advanced 
stages of pneumococcic infection continue to pre- 
sent many of the manifestations noted before effec- 
tive antibacterial therapy became available and to 
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succumb to the disease. In 1957, 5 patients with 
and bacteremia 3 with meningitis 
died. 

It is a paradoxical fact that, since the advent of 
antibiotics for the treatment of pneumonia, labora- 
tory techniques for the isolation and identification 
of pneumococci have been largely abandoned, 
probably for reasons of economy. These techniques 
are among the most precise and efficient in the 
field of bacteriology, and until they are restored 
and until capsular typing serum, now no longer 
commercially obtainable, can be made available 
again, mistaken ideas about the etiology of pneu- 
monia will undoubtedly persist, and misdiagnosed 
“virus” pneumonia will continue to respond to 
treatment with antibiotics. 


The Articular Manifestations of Chronic Ulcerative 
Colitis: An Analysis of 555 Cases. L. Fernandez- 
Herlihy. New England J. Med. 261:259-263 (Aug. 6) 
1959 [Boston]. 


The records of 555 patients with chronic ulcera- 
tive colitis, seen at the Lahey Clinic from 1926 to 
1955, were examined for references to articular 
manifestations. The purpose of this examination 
was to attempt to classify the manifestations found, 
to estimate their frequency, and to correlate them 
with the activity of the colitis. The general fre- 
quency of articular manifestations in these patients 
was found to be 17%. Rheumatoid spondylitis came 
first in order of frequency, followed by arthralgias, 
rheumatoid arthritis, erythema nodosum, and “acute 
toxic arthritis.” The first 4 of these types are readily 
identifiable clinically, but the 5th does not fit under 
the heading of any of the recognized arthritides. 
This is the type that follows the colitis most closely 
and is relieved without sequelae by cure of the 
colitis. Its clinical characteristics are such as to sug- 
gest its temporary inclusion under the term “acute 
toxic arthritis.” This term is obviously unsatisfac- 
tory, but until more is known about the arthritides 
in general and rheumatoid arthritis in particular, 
it seems to provide a useful classification. 

An interesting feature of acute toxic arthritis, 
apart from its parallelism with the colitis, was the 
fact that only the large joints were involved. Five 
of the 10 patients whose condition placed them in 
this classification had acute polyarthritis sparing 
the small joints of the hands and feet. The remain- 
ing 5 had bouts of acute arthritis limited to a maxi- 
mum of 3 joints, the knees, ankles, elbows, and 
wrists being the areas involved in that order of 
frequency. All 10 of these patients were subjected 
to colectomy, and the arthritis was cured in all 
cases, so that colectomy appears to be indicated in 
patients with acute toxic arthritis. None of the other 
4 types of arthritis in itself constitutes an indication 
for colectomy. The relatively high frequency of 
rheumatoid spondylitis in patients with chronic 
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ulcerative colitis suggests that a careful search for 
this condition should be made in all patients with 
chronic ulcerative colitis associated with back pain 
or peripheral joint symptoms. 


Disseminated Coccidioidomycosis. H. F. Stein. Dis. 
Chest 36:136-145 (Aug.) 1959 [Chicago]. 


Dissemination follows failure of the body to 
“focalize” coccidioidomycosis at its primary site in 
the lungs. It is an endogenous reinfection and is 
manifested shortly after the primary infection of 
which it is a continuation. Coccidioidal pulmonary 
cavitation, however, seems to confer immunity 
against dissemination. When dissemination does 
occur, it involves every body tissue with the excep- 
tion of the intestinal tract. Of the associated con- 
ditions, lymphadenitis and osteitis are common and 
may produce chronically draining abscesses in the 
neck, mediastinum, extremities, and other body re- 
gions. Metastatic abscesses are commonly seen in 
the liver, kidney, spleen, gonads, adrenals, and 
brain. Pulmonary consolidation may extend, result- 
ing in abscesses and empyema. Myocarditis and 
pericarditis may develop. Meningitis may run an 
acute or chronic course. Clinically, dissemination of 
coccidioidomycosis is manifested by an exacerba- 
tion of the illness, associated with persistent spik- 
ing fever, loss of weight, increasing weakness and 
toxicity, and evidence of systemic spread. Tem- 
porary spontaneous remissions are not at all rare, 
but in the long run the disease has always proved 
fatal. 

Many therapeutic agents have been tested un- 
successfully in the treatment of disseminated coc- 
cidioidomycosis. The newest available agent is 
amphotericin B (Fungizone). This antibiotic is 
formed by a hitherto unidentified species of Strep- 
tomyces isolated from a soil sample obtained at 
Tembladora, on the Orinoco River in South Amer- 
ica. It is biologically standardized at a rate of 1,000 
units per milligram. Fungizone, orally and intra- 
venously, has been given to a small number of pa- 
tients with various manifestations of disseminated 
coccidioidomycosis. In all these patients skin and 
bone lesions have healed. The usual oral dosage is 
3 or 4 Gm. daily in 4 to 6 divided doses, but larger 
doses may be given in advanced cases. Intravenous- 
ly, an initial dose of 0.25 mg. per kilogram should 
be given over a period of about 6 hours. This dose 
should be increased to a daily optimum of 1 mg., 
depending on the severity of the infection and the 
patient’s tolerance. The initial intravenous admin- 
istration of Fungizone is usually associated with a 
febrile response, often accompanied by chills. These 
reactions diminish with successive infusions and 
can be relieved by aspirin and antihistamines. It 
thus appears that Fungizone is a hopeful new agent 
in the treatment of disseminated coccidioidomy- 
cosis. The author describes the history of 4 patients 
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with disseminated coccidioidomycosis, who were 
observed at the Tucson (Ariz.) Veterans Adminis- 
tration Hospital. 


Giant Ulcers of the Stomach. I. Cohn Jr., J. Sartin 
and P. Sudduth. Am. J. Gastroenterol. 32:121-135 
(Aug.) 1959 [New York]. 


Current medical opinion favors the view that the 
incidence of cancer increases with the size of a 
gastric ulcer. In order to find out whether this view 
was correct, the authors studied 48 selected pa- 
tients with gastric ulcer, in whom the pathological 
report stated that the diameter of the ulcer was 
2.5 cm. or more. Forty of these were benign “giant” 
gastric ulcers. The age distribution (from 20 to 80 
years) was as expected for chronic uicer disease, 
with the greatest incidence in the 5th decade. The 
size of the ulcer and the reaction surrounding it 
suggest a chronicity of disease, which is borne out 
by the history of ulcer symptoms. More than half 
of the patients had had symptoms for 1 year or 
longer, and almost one-third had had symptoms 
for more than 5 years; 10 patients had had symp- 
toms for from 10 to 34 years. The presenting 
symptoms were not significantly different from 
those of patients with peptic ulcers in general. 
Twenty-seven patients had had previous treatment 
for gastrointestinal disease, including 3 with pre- 
vious perforation. Physical findings were generally 
of no specific help in those admitted with either an 
acute perforation or a massive bleeding. An ab- 
dominal mass was palpated in 4 patients, each of 
whom was thought to have carcinoma, although 
each was found to have a benign ulcer. 

There were also no differentiating facts in this 
series, connected with age, Sex, color, roentgeno- 
logic diagnosis, gastroscopic study, gastric analysis, 
location of ulcer, or occurrence of complications, 
which could have served to distinguish the giant 
ulcers from other smaller gastric ulcers. The failure 
of all the usual diagnostic studies to provide a 
definitive diagnosis emphasized the importance of 
histological examination of the specimen. No char- 
acteristic clinical picture of the large gastric ulcer 
has emerged from this study, but one fact stands 
out, i. e., that carcinoma developed in only 33% of 
even the largest ulcers with a diameter of 4 cm. or 
more, which is in contradiction to the generally 
accepted concept of a greater incidence of malig- 
nancy in large gastric ulcers. The review of the 
literature showed that in 553 patients with gastric 
ulcer of over 2.5 cm. in diameter the ulcer was 
benign in 72% and that in 136 patients with ulcer 
larger than 4 cm. in diameter only 37% of the ulcers 
were malignant. It is emphasized that large gastric 
ulcers do not respond to medical treatment. Con- 
servative surgical management gives more satisfac- 
tory results and should be considered the treatment 
of choice in patients with large gastric ulcers. 
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The Long-Term Prognosis Following Myocardial 
Infarction: Clinical Control of 180 Patients After 
1 to 18 Years. P. Bregani, A. Selvini and V. Pavesi. 
Minerva med. 50:2343-2348 (July 21) 1959 (In Ital- 
ian) [Turin, Italy]. 


It is estimated that cardiovascular disease is the 
cause of 2 out of every 3 deaths that occur in Italy. 
Myocardial infarction is still a very much feared 
disease, and most of the patients who recover 
from it live in constant fear of a relapse; some of 
them fail to return to active life and consider them- 
selves invalids. A clinical and electrocardiographic 
study, which the authors made from 8 months to 
18 years after the acute episode among 180 persons 
who had suffered from myocardial infarction, how- 
ever, does not warrant such a pessimistic prognosis. 
One hundred fifty-two of the patients in this series 
were men and 28 were women, with an age range 
from 30 to 80 years. The infarct was severe in 67 
instances (37%) and of first degree (according to 
Russet and Zohman’s classification) in 113 (62%). 
Fifty-nine patients were treated at home, and 121 
at a hospital where they remained for an average 
period of 43 days. Ninety patients received anti- 
coagulants for an average of 32 days; the others did 
not. The infarct was located anteriorly in 73 cases 
(40%), posteriorly in 63 (35%), and anterolaterally in 
27 (15%). Twenty-two patients (12.2%) died during 
the acute phase of the infarct (the first 43 days from 
its occurrence). No patient who died during the 
first 24 hours after the infarct was included in the 
series. 

There were 21 deaths among 127 patients who 
were followed up and examined after recovery 
from the infarct. Altogether, death, immediate or 
late, occurred in 28.7% of the patients. Of the 21 
late deaths, 9 occurred in the first year after the 
infarction and 8 in the second year. Most of the 
patients who survived (73.5%) were in good health; 
46.2% of them had returned to their normal activ- 
ities as before the infarction; 27.3%, though in good 
health, had cut down on their work schedule; and 
26.5% were in poor health, suffering from various 
cardiocirculatory disturbances, mainly angina pec- 
toris (12.5%) and cardiocirculatory decompensation 
(11%). A relapse occurred during the acute phase 
of the infarction in 9 (5%) of the 180 patients of 
the series and in 21 of the 127 who survived. Among 
the latter, the relapse occurred mainly within the 
first 2 years after the acute phase—in 10 patients 
in the first year and in 7 in the second. Thrombo- 
embolic complications were observed in 6 patients. 

Among the patients with severe infarction who 
were treated with anticoagulants during the acute 
phase of the disease, late observations showed an 
apparently complete clinical recovery in 48% and a 
persistence of various cardiocirculatory disturbances 
in 32%; among the patients of the same group who 
were not treated with anticoagulants, 38% had re- 
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covered and 44% showed cardiocirculatory dis- 
turbances. The electrocardiogram showed a further 
favorable evolution, with partial or even complete 
regression of alterations in 69% of the patients who 
had returned to normal health. It remained station- 
ary or showed changes for the worse in 70% of the 
patients in whom cardiocirculatory disturbances 
had persisted or had occurred subsequently. 


Progressive Systemic Sclerosis or Scleroderma: Ex- 
perience with 67 Cases. A. Gonzalez S. Rev. méd. 
Chile 87:498-616 (July) 1959 (In Spanish) [Santiago]. 


The diagnostic and therapeutic problems in 67 
cases of progressive systemic sclerosis, observed in 
the adult service departments of 2 hospitals in 
Chile, are discussed. Only 6 of the patients were 
men. The ages of the majority were between 21 
and 60 years. The course of scleroderma varies 
greatly, as shown in this series by the variation in 
the time interval between the first symptoms and 
the establishment of the diagnosis. It varied be- 
tween 4 months and 23 years, although in most 
cases (79%) this interval was 1 to 10 years. The 
most frequent initial symptoms, and the most indic- 
ative of the disease, were Raynaud’s phenomenon 
in 36 patients (55%) and arthralgia in 16 (25%). The 
various signs and symptoms were classified in 3 
categories: general, localized, and parenchymatous 
or visceral. The most frequent in the general cate- 
gory were hardening of the skin (not an initial sign), 
pigmentation, and Raynaud’s phenomenon in the 
proportions, respectively, of 85, 78.5, and 73%. As 
localized symptoms, involvement of the bones of 
the hand and subungual necrosis were found, re- 
spectively, in 74 and 46% of the patients. The most 
frequent visceral involvements were bronchopul- 
monary (45%), cardiovascular (43%), and esophageal 
(34%). 

Several therapeutic procedures were used, such 
as glandular extracts, ether given intravenously, 
and Novocain, but without any definite results. The 
administration of steroids was the most successful 
therapy for relieving the symptoms. In one patient 
of this series, who was hospitalized in very serious 
condition and to whom prednisone in initial doses 
of 40 mg. daily (later reduced to 10 mg.) was ad- 
ministered, the results were dramatic. After a 
period of 2 years this patient was leading a normal 
life under a maintenance dose of 10 mg. daily. The 
results of the administration of corticoids (cortisone 
and prednisone) are presented in relation to 17 
patients. A combined therapy with cortisone and 
prednisone was given in 2 cases; cortisone only was 
given to 1 patient, and prednisone only to 13 pa- 
tients. The results were excellent in 1 patient, very 
good in 7, good in 6, fair in 1, and unsuccessful in 
2 (one patient had to interrupt the treatment due 
to intolerance symptoms, and the other died). The 
author considers corticoid therapy as the most 
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effective means of halting the course of progressive 
systemic sclerosis, improving the general condition 
and the visceral involvement, and relieving the 
pain. However, he cautions against the danger of 
side-effects, which may cause interruption of the 
treatment. 


Chronic Myeloid Leukemia: A Study of 86 Patients. 
C. K. Hambly and T. I. Robertson. M. J. Australia 
2:75-84 (July 18) 1959 [Sydney]. 


The average length of survival of patients with 
chronic myeloid leukemia is known with reasonable 
certainty, but it is important to know the effect of 
treatment on the well-being of the patients during 
their remaining months. The authors approached 
this problem by reviewing the records of 86 pa- 
tients with chronic myeloid leukemia, who were 
treated at Sydney Hospital between 1922 and 1958. 
The ages of the patients ranged from 10 to 80 years. 
A peak incidence of the disease occurred between 
the ages of 40 and 60 years, with a slight predomi- 
nance in male patients. The prevalent symptoms 
presented by the patients were anemia, palpable 
abdominal swelling, pain, or loss of weight. Pa- 
tients survived, on the average, 2 years from the 
time the first diagnosis was made, and their sur- 
vival was little affected by sex, age, or duration of 
symptoms before the diagnosis. The survival periods 
with most forms of treatment were approximately 
the same, although patients who were treated with 
low voltage roentgen radiation, combined with the 
administration of arsenic or benzol, died sooner 
than those who had not received this therapy. 

Preliminary blood transfusion for the severely 
anemic patient is considered important. Among 
various chemotherapeutic agents used in this series, 
Myleran seemed to be the treatment of choice in 
patients with chronic myeloid leukemia by the 
ease of its administration, and by the absence of 
dangerous and unpleasant side-effects, provided 
that the treatment is judiciously applied. The au- 
thors used deep roentgen-ray therapy only in pa- 
tients with focal pressure symptoms and _pro- 
nounced hepatosplenomegaly as a_ preliminary 
treatment to Myleran, depending on the patients’ 
physical condition and response. Myleran was given 
orally in the fasting state as a single dose of from 
4 to 6 mg. each morning of treatment, and mainte- 
nance dosage varied from 0.5 to 4 mg. per day. The 
aim was to reduce the number of leukocytes to 
approximately 10,000 per cubic millimeter. Treat- 
ment was then discontinued in some patients, and 
was resumed only when relapses occurred; other 
patients were given continuous maintenance treat- 
ment. The treatment brought about great improve- 
ment in general well-being and in capacity to work 
in almost all the patients. Most of the patients, at 
one time seriously incapacitated, remained reason- 
ably well and were employed until close to death. 
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When Myleran ceased to be effective, other chem- 
icals were of limited use, and death ensued rapidly, 
mostly because of acute leukemia often complicated 
by hemorrhage. Deep roentgen-ray therapy is not 
indicated and can be even harmful when this chem- 
ical resistance develops. 


Sjégren’s Syndrome: Report of a Fatal Case with 
Pulmonary and Renal Lesions. U. G. Bucher and 
L. Reid. Brit. J. Dis. Chest 53:237-252 (July) 1959 
[London]. 


The authors report on a female patient with 
Sjégren’s syndrome, whose death occurred from 
massive cerebral hemorrhage after a long illness at 
the age of 22 years. The syndrome was diagnosed 
at the age of 13 years, when the triad, keratocon- 
junctivitis sicca, xerostomia, and parotid swelling, 
had developed and was associated with joint pains 
and scoliosis. All treatment was unsuccessful, in- 
cluding several courses of antibiotic drugs which, 
although controlling the patient’s repeated attacks 
of pneumonia, did not alter the fatal course of the 
disease. At autopsy, the lacrimal and salivary glands 
showed the characteristic atrophy of parenchyma 
with lymphatic infiltration. The mucous glands of 
the bronchi and esophagus showed a similar aspect. 
In the lungs a type of lesion not previously de- 
scribed was found, i. e., nodules of hyaline material, 
several centimeters in diameter, which were asso- 
ciated with arteritis, as well as smaller, probably 
earlier changes of exudative pneumonitis with 
giant-cell arteritis. Arterial changes were confined 
to the lungs and involved the smallest arterioles as 
well as larger vessels. The kidneys showed varying 
stages of glomerulitis and interstitial infiltration 
with plasma cells and lymphocytes. 

These findings and those reported in the litera- 
ture suggests that Sjégren’s syndrome, besides be- 
ing clinically a well-defined entity, has a recogniz- 
able pathological picture characterized by atrophy 
of the parenchyma of salivary and lacrimal glands 
and also of the bronchial wall and esophagus and 
its replacement by dense infiltration of lymphocytes 
and plasma cells. An early change in the glands is 
the irregularity or loss of the reticulin pattern; 
fibrosis is not a striking feature. These changes 
have been associated with vascular lesions sufficient- 
ly frequently to suggest that they play an impor- 
tant, if as yet undefined, part. The vascular changes 
may occur in only one organ and can be a necrotiz- 
ing type of arteritis or a perivascular giant-cell 
arteritis with hyalin deposits as in this patient. 
The varied manifestations of the disease in this 
patient leave undecided whether Sjégren’s syn- 
drome is of a generalized nature, protean in its 
manifestations but the result of a particular and 
single cause, or whether there are a variety of 
causes which can give rise to the various changes 
which have become identified with the name. 
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Hemorrhagic Duodenitis in Myocardial Infarction. 
A. M. Katz. Ann. Int. Med. 51:212-218 (Aug.) 1959 
[Lancaster, Pa.]. 


During the last 6 years the author observed 
“hemorrhagic duodenitis” at autopsy in 25 cases. 
This group included 18 men and 7 women, whose 
ages ranged from 37 to 78 years, with an average 
age of 57. Acute myocardial infarction was de- 
tected in 20 of the 25 patients; the causes of death 
in the remaining 5 were cerebrovascular accident 
with shock, brain tumor, pulmonary thrombo- 
sclerosis, possible penicillin reaction, and bacterial 
endocarditis with abscess of a papillary muscle. 
Although the majority of the patients died with a 
clinical picture of shock and left ventricular failure, 
4 died suddenly, presumably of ventricular fibrilla- 
tion or cardiac standstill. In one patient tarry stools 
and hematemesis were noted shortly after the onset 
of substernal pain and continued for 3 days, until 
death. No anatomic cause other than the duo- 
denitis was found for the bleeding. Although the 
majority of the patients received anticoagulant 
therapy, there was no evidence of generalized 
bleeding. Thirteen of the 20 patients with acute 
myocardial infarction also had one or more old 
myocardial scars. Anatomically, there were 6 acute 
posterior infarctions, 10 anterior, 1 anterior and 
posterior, and 2 not specified; one patient had a 
fresh thrombus in the left coronary artery without 
gross or microscopic evidence of damaged myo- 
cardium. 

The author points out that, although hemor- 
rhagic duodenitis has been observed in association 
with extensive burns, injury to the central nervous 
system, tumor of the brain, and major operative 
procedures, its frequent concurrence with infarc- 
tion of the heart has not been reported. He feels 
that the association of the duodenal and myocardial 
lesions is best accounted for by invoking a neuro- 
genic vasomotor response, possibly a phase of the 
so-called alarm reaction. The duodenal hemorrhage 
may be responsible for some instances of abdom- 
inal pain in patients with myocardial infarction, 
and should be considered in the differential diag- 
nosis of upper gastrointestinal bleeding in patients 
with arteriosclerotic heart disease. 


Studies on Acute Rheumatic Fever in the Adult: II. 
The Rebound Phenomenon. S. K. Elster and E. 
Pader. Ann. Int. Med. 51:339-358 (Aug.) 1959 
{Lancaster, Pa.]. 


The cases of acute rheumatic fever analyzed in 
this paper comprised 49 patients at the Mount Sinai 
Hospital, New York, who were studied in the period 
1952-1957. They were followed carefully by daily 
physical examinations and frequent laboratory 
tests. Various therapeutic regimens were employed. 
During the period of lowering of drug dosage, and 
after complete withdrawal of drugs, clinical and 
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laboratory examinations were intensified to de- 
tect evidence of the “rebound phenomenon.” The 
rebound phenomenon was considered to have oc- 
curred if one or more of the following manifesta- 
tions appeared, unassociated with other known 
causes, upon reduction or discontinuation of sup- 
pressive drug therapy: fever, elevation of the 
erythrocyte sedimentation rate, reappearance of C- 
reactive protein in the blood, arthralgias, arthritis, 
chest pain, electrocardiographic abnormalities, peri- 
carditis, or congestive heart failure. When a re- 
bound occurred, therapy was withheld for several 
days, and was reinstituted only when it became 
apparent that the rebound was not self-limited, or 
if the intensity of the rebound manifestations was 
severe. Such patients were then further observed, 
after withdrawal of drugs after retreatment, for the 
appearance of additional rebound states. Four of 
the 49 patients were discharged from the hospital 
while still receiving suppressive therapy, and no 
information is available concerning their response 
after cessation of treatment. Two patients died 
while in the hospital. The rebound phenomenon 
was observed in 22 of the remaining 43 patients, 
and 21 patients remained free from it. Fourteen of 
the 22 patients had 1 rebound, 7 had 2 rebounds, 
and 1 had 4 rebounds. 

Fever, tachycardia, and arthralgias were the 
commonest clinical manifestations, with arthritis 
and pericarditis occurring less frequently. Elevation 
of the erythrocyte sedimentation rate, reappearance 
of C-reactive protein, and, less commonly, the ap- 
pearance of electrocardiographic changes were the 
laboratory findings. Factors affecting the incidence 
of the rebound were reviewed, and no consistent 
relationship was noted in regard to duration of 
illness prior to therapy, duration of therapy, or 
mode of withdrawal of drugs. It is suggested that 
the highest incidence of the rebound was in the 
group receiving large doses of adrenocortical hor- 
mones, and that abrupt withdrawal of these drugs 
provoked the appearance of the rebound more com- 
monly than did abrupt withdrawal of salicylates. 
The manifestations of the rebound phenomenon 
responded quickly to reinstitution of therapy. It is 
suggested that the rebound phenomenon is an in- 
dication of persistent rheumatic activity and, as 
such, requires further therapy. 


Mechanisms, Diagnosis and Treatment of Hyper- 
tension of Renal Vascular Origin. I. H. Page, H. P. 
Dustan and E. F. Poutasse. Ann. Int. Med. 51:196- 
211 (Aug.) 1959 [Lancaster, Pa.]. 


The mechanisms of the relationship of the kidneys 
to hypertension have not been completely ex- 
plained, since control of arterial pressure depends 
upon many mechanisms. The authors are concerned 
with only a few aspects of the multiple vascular 
controls, in which the kidneys are directly involved. 
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Hypertension of experimental renal origin and 
human renal hypertension are probably initiated 
by a change in character of the pulse wave in the 
renal arteries, followed by release of renin. It is 
known that the renal proteolytic enzyme, renin, 
splits a peptide from a protein substrate that is 
synthesized by the liver. This first peptide contains 
10 amino acids. It is a decapeptide called angioten- 
sin I, and it has little pharmacological activity. An 
enzyme in the blood, called “converting enzyme,” 
splits histadylleucine off the decapeptide, leaving 
an 8-amino-acid peptide; this octapeptide is the 
active pressor agent, angiotensin. No method has 
been developed for the measurement of angioten- 
sin which has proved sensitive enough to measure 
minute amounts. If angiotensin is a vital part of the 
mechanism of renal hypertension, then avenues are 
open to block its effects, and it is probable that a 
chemical will be found to block the action of angio- 
tensin. 

Primary renal hypertension in man may be due 
either to parenchymal disease or to renal artery 
lesions. The first group is well represented by cases 
of glomerulonephritis and pyelonephritis. If patients 
with hypertension are subjected to a through analy- 
sis, from 25 to 30% are found to have renal artery 
lesions. Intravenous and retrograde pyelography 
and aortography currently constitute the most im- 
portant diagnostic methods. Measurement of split 
renal functions is a valuable indicator of renal 
disease but does not always differentiate unilateral 
and bilateral involvement. The composition of the 
urine is determined by the renal lesion, rather than 
by the cause of the hypertension. Renal hyperten- 
sion is usually of moderate severity, as indicated by 
eyeground examination; it may occur in the very 
young, but often occurs in the age group when 
atherosclerosis is common. 

In the research division and the department of 
urology of the Cleveland Clinic, the authors stud- 
ied 89 patients with hypertension and renal artery 
disease. Fifty-nine of these patients were operated 
on, and 30 were treated medically. Thirty-eight 
were subjected to nephrectomy, 6 to segmental re- 
section of the kidney, and 15 to vascular surgery. 
The responses to these forms of treatment were, 
on the whole, satisfactory. Thirty-one have shown 
normal blood pressure for from 2 months to 6 
years, and it is expected that it will stay normal. 
Another 7, all over the age of 55 years, still show 
some residual systolic hypertension with normal 
diastolic pressure, which is not surprising in view 
of the marked arteriosclerosis in many of these pa- 
tients. In 7 patients the blood pressure was reduced, 
and in 9 it was unchanged. Five deaths occurred in 
association with the operation. Six other patients 
died from 6 months to 3 years after operation as a 
result of progress of the vascular disease. When 
arterial pressure was unchanged as a result of op- 
eration, stroke was the usual cause of death, and 
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myocardial infarction if blood pressure was low- 
ered. There is still much to be learned about sur- 
gical techniques, and improvement in surgery will 
have to be balanced against constantly improving 
medical treatments. Since it is not known how 
rapidly renal arterial lesions advance, it will always 
be a guess as to the urgency of the need for sur- 
gical correction of these lesions. Surgery may be 
ill-advised if (1) the patient has extensive cerebral 
or coronary atherosclerosis; (2) renal function is 
severely depressed; (3) aortic aneurysms are pres- 
ent in both thorax and abdomen; (4) the patient is 
elderly; (5) renal function is not deteriorating, and 
hypertension is moderate in a middle-aged person; 
and (6) the experience of the surgeon is inadequate 
to the task. 


Esophageal Moniliasis Treated with Amphotericin 
B. A. Stenderup, J. Bichel and K. B. Jensen. Ugesk. 
laeger 121:1124-1127 (July 16) 1959 (In Danish) 
[Copenhagen]. 


In 5 patients in poor general condition, with a 
malignant disease and unfavorable prognosis, eso- 
phageal moniliasis was diagnosed roentgenological- 
ly or by esophagoscopy. Treatment with ampho- 
tericin B gave good results, both objectively and 
subjectively, except in one case. It is important to 
be able to treat effectively a complicating fungous 
infection which can cause so much discomfort. 


Case of Cryptococcosis (Torulosis). K. R. Eriksen, 
E. Jensen, E. Reske-Nielsen and others. Ugesk. 
laeger 121:1127-1131 (July 16) 1959 (In Danish) 
[Copenhagen]. 


Cryptococcus neoformans seems to be widely 
distributed in nature. Definite relation between the 
occurrence of the fungus in nature and cryptococ- 
cosis in man has not been established. Fully 300 
cases of cryptococcosis have been reported in the 
literature (Littman and Zimmerman, 1956). The in- 
fection is most frequent between the ages of 40 and 
60 years, and men are affected oftener than women. 
The portal of entry is apparently most often the 
lungs. The fungus spreads from the primary focus 
and can affect any organ. In most cases the infec- 
tion is localized in the central nervous system, with 
symptoms of meningitis or cerebral disease. The 
prognosis is unfavorable. Treatment with a new 
antibiotic, amphotericin B, should be tried in all 
cases. Diagnosis is made by establishment of 
cryptococci by culture or by direct microscopy. In 
differential diagnosis, tuberculous meningitis is most 
important. A case from the Rigshospital is de- 
scribed. At autopsy, lymphogranulomatosis of 
Hodgkin’s type was established, with infiltrations 
into the spleen, pancreas, omentum, spinal column, 
and tissue over the upper part of the sternum. Cul- 
ture demonstrated disseminated infection with C. 
neoformans; on microscopic examination this fun- 
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gous infection was also seen in the central nervous 
system, kidneys, and lungs. The case was regarded 
as a disseminated cryptococcosis with typical proc- 
esses in the central nervous system, originated in a 
patient with Hodgkin’s disease. Generalized infec- 
tion with a Candida species and Staphylococcus 
aureus was also found. Such simultaneous general- 
ized infection with cryptococci and Candida or- 
ganisms is considered rare. 


The Course and Prognosis of Histoplasmosis. H. 
Rubin, M. L. Furcolow, J. L. Yates and C. A. 
Brasher. Am. J. Med. 27:278-288 (Aug.) 1959 [New 
York]. 


A review of the laboratory records at the Kansas 
City Field Station of the U. S. Public Health Serv- 
ice revealed that 123 culturally proved cases of 
histoplasmosis had occurred during the past 12 
years. The patients were classified into 3 groups 
according to the clinical type of the disease, which 
was chronic pulmonary in 90 patients, acute pul- 
monary in 8, and disseminated in 25. The 90 pa- 
tients with chronic pulmonary histoplasmosis 
ranged in age from 26 to 79 years; 92% were men, 
and 8% were women. Chronic pulmonary histo- 
plasmosis is characterized by cavities in the upper 
lobes, and by gradual progression of the disease 
over several years. The length of follow-up of these 
patients from the time of their first abnormal roent- 
genograms ranged from 2 months to 26 years; the 
average follow-up was 40 months. The disease was 
fatal in 16 of the 90 patients; death was due to the 
pulmonary disease in 9, to pulmonary surgery in 4, 
to myocardial infarction in 2, and to bronchogenic 
carcinoma in 1. The average duration of illness in 
the patients who died was 69 months. The majority 
of these 90 patients spent years in tuberculosis 
sanatoriums despite the absence of tubercle bacilli 
in their sputums. More than half of these patients 
also had negative reactions to tuberculin skin tests. 
Twelve per cent of these patients were proved to 
have concomitant pulmonary tuberculosis, which 
was probably due to infection as a result of ex- 
posure to the disease after their admission to the 
sanatorium. 

Twenty-five patients (18 male and 7 female) had 
disseminated histoplasmosis; their ages ranged from 
less than 6 months to 79 years. Included in this 
group were patients with seemingly isolated mu- 
cous membrane lesions. Such cases are usually 
fatal within one year, although occasionally a pa- 
tient may survive. Nineteen of these 25 patients 
died as a result of their disease, making the over- 
all mortality 76%. The duration of the disease in 
those who died ranged from 1 to 30 months. Three 
of the 6 living patients were treated with ampho- 
tericin B, and have been followed up for 1 month, 
1 year, and 1 year respectively. The remaining 3 
were not given any specific treatment, and are 
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alive and well after follow-up periods of 7, 8, and 
11 years respectively. Fourteen of the 25 patients 
gave positive reaction to the skin tests; 11 did not 
react to histoplasmin. This high percentage of 
negative reactions to the skin test may be a reflec- 
tion of the clinical severity of the disease. 

Eight patients (7 male and 1 female) had acute 
pulmonary histoplasmosis, which was the acute 
epidemic variety in 7. The clinical severity of this 
type of the disease correlated well with the time 
and intensity of exposure to the “point source” of 
infection, the most frequent being unused chicken 
coops or caves and damp shaded areas of soil. The 
duration of clinical illness ranged from 19 days to 3 
months. All these patients are alive and well after 
follow-up periods averaging 3 years. 


Cryptococcosis (Torulosis or European Blastomy- 
cosis): Review. N. J. Brandt. Ugesk. laeger 121: 
1121-1123 (July 16) 1959 (In Danish) [Copen- 
hagen]. 


Cryptococcosis designates a half-acute or chronic 
infectious disease due to the fungus cryptococcus 
neoformans, which is widely spread in nature in 
nonpathogenic form. About 500 cases of the dis- 
ease have been reported in the literature. It occurs 
at all ages but most frequently in middle life. The 
respiratory tract is thought to be the portal of 
entry. C. neoformans can attack all organs, but it 
predominantly affects the lungs and the central 
nervous system. The course is usually chronic; 
spontaneous remissions seem to occur, but the con- 
dition can suddenly change to a disseminated fatal 
form. The meningeal form of cryptococcosis is far 
more serious than the pulmonary form. The first 
and dominating symptom is headache, violent and 
constant. Vomiting and dizziness occur, with ano- 
rexia and loss of weight. As the case advances, 
rigidity develops, and the patient becomes increas- 
ingly irritable, with confused mind, epileptiform 
spasms, hemiparesis and comatose condition, and 
fatal outcome. The course, as a rule, extends over 
months; in especially fulminant cases it may last 
for less than a month, and in more chronic cases 
for years. Diagnosis is made by direct microscopic 
examination and by culture from the cerebrospinal 
fluid. In the disseminated form metastatic foci are 
found in all organs. The results of therapy are diffi- 
cult to evaluate because of the frequently pro- 
longed course and spontaneous remissions. Good 
results have been achieved with a new agent, am- 
photericin B. Both clinical and pathoanatomic find- 
ings show that cryptococcosis can be difficult to 
distinguish from a number of diseases. It is often 
seen in combination with Hodgkin's disease, lym- 
phosarcoma, leukemia, Boeck’s sarcoid, and tuber- 
culosis. Often earlier, apparently well-founded diag- 
noses must be revised after demonstration of C. 
neoformans. In every atypical case of the diseases 
mentioned, this fungus should be looked for. 
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Surgical Treatment of Atherosclerotic Occlusive 
Lesions in Patients with Cerebral Arterial Insuf- 
ficiency. E. S. Crawford, M. E. De Bakey, W. S. 
Fields and others. Circulation 20:168-180 (Aug.) 
1959 [New York]. 


Cerebral arterial insufficiency may often be 
caused by atheromatous occlusive lesions located in 
the extracranial portions of the arteries supplying 
the brain. Fortunately, these lesions are well local- 
ized, with the artery being relatively normal, both 
proximal and distal to the occlusion, particularly in 
the early stages of the disease. The well-localized 
lesion may be removed by endarterectomy, or, when 
the lesion is more extensive, the occlusion may be 
by-passed with a graft. The authors have employed 
this form of therapy in patients with cerebral ar- 
terial insufficiency. Arteriographic studies were per- 
formed in 174 consecutive patients with the clinical 
manifestations of ischemia of the brain or upper 
extremity. Extracranial arterial occlusion was dem- 
onstrated in 73 patients (42%). Operation was em- 
ployed in the treatment of 63 of these patients. 
The remaining 10 patients are excluded from this 
study, because they had complete occlusion of the 
internal carotid artery of long duration, which ex- 
tended well into the intracranial portions of the 
artery. Occlusion of the great vessels arising on the 
aortic arch was manifested clinically by symptoms 
of arterial insufficiency of both the cerebrum and 
the upper extremities and diminution or absence 
of pulses in the neck or arms. The precise location 
and extent of occlusion in patients with internal 
carotid and vertebral artery occlusions was evident 
only by arteriography. 

A total of 115 extracranial arterial occlusive 
lesions existed in the 63 patients subjected to op- 
eration, 32 (50%) having multiple lesions. Eighty- 
eight of the 115 lesions were explored surgically, 
and circumstances favorable for restoration of cir- 
culation were found at exploration of 75 lesions, 
which were found to be segmental in nature with 
a normal extracranial segment, both proximal and 
distal to the obstruction. Employing endarterec- 
tomy in 37 well-localized lesions and graft bypass 
in 38 more extensive occlusions, circulation was 
restored in 72 arteries. Circulation was restored in 
all patients with lesions in the great vessels arising 
from the aortic arch, in 97% of those with operable 
lesions of the internal carotid artery, and in 60% 
of those with occlusions of the vertebral artery. 

Severe cerebral arterial insufficiency, manitested 
by coma and extensive paralysis, was present be- 
fore operation in 3 patients. Although circulation 
was restored in one or more of the occluded ar- 
teries, brain damage was persistent, and the pa- 
tients’ fatal terminal courses were unaltered. Death 
in 3 other cases was due to myocardial infarction 
in 2 and to hemorrhage in 1. The remaining 57 


? 
a 

} 

i 

4 

4 

a 

2 

A 

a] 


194/2002 


patients recovered, and circulation was restored in 
one or all of the occluded vessels in 47 patients. All 
patients with lesions of the great vessels arising 
from the aortic arch were completely relieved, and 
the majority of patients with lesions of the internal 
carotid and vertebral arteries were either relieved 
or significantly improved. These patients have been 
followed up for periods of more than 5 years, and 
the success achieved. by operation has been well 
maintained. 


The Present Status of Thymectomy in Myasthenia 
Gravis: A Review of Three Cases. H. H. Olson, 
N. M. Briggs and W. B. Spickard. Am. J. Surg. 
98:196-201 (Aug.) 1959 [New York]. 


The authors report on 3 women, aged 21, 66, 
and 24 years, respectively, with myasthenia gravis, 
who were treated by surgical removal of the 
thymus. The second patient had supplemental 
irradiation therapy. The first patient no longer re- 
quired neostigmine therapy after the operation ex- 
cept for an occasional tablet when she worked 
hard. She became pregnant 6 months later and had 
no difficulty during or after pregnancy. She now 
works hard caring for her family and does outside 
work without difficulty. The result obtained in this 
patient is to be considered as near perfect. In the 
second patient, thymectomy was definitely lifesav- 
ing. The patient would have died of the large 
thymic tumor without its surgical removal, as her 
myasthenia was getting progressively worse. It has 
remained stationary ever since with some improve- 
ment. In the third patient, the thymectomy arrested 
the downhill course temporarily and perhaps pro- 
longed the patient’s life by several years. The 
effects of stress produced by the surgical interven- 
tion must also be considered in evaluation of 
marked but temporary postoperative improvements. 

The results obtained in these 3 patients with 
myasthenia gravis treated by thymectomy tend to 
support the conclusions drawn by larger groups 
with a statistically significant series of cases. Most 
young women with myasthenia gravis of 2 or 3 
years duration and no evidence of thymic tumor 
should undergo exploration. Thymectomy is of 
doubtful value after 10 years’ duration of symptoms. 
All patients with suspected tumors of the thymus 
without myasthenia gravis should undergo explora- 
tion, as well as those with concomitant myasthenia 
gravis, but only after careful evaluation. One 
should carefully balance the risk against the pos- 
sible benefits. Thymectomy in male patients has 
not been completely evaluated but is considered to 
be of doubtful value. Irradiation therapy is of 
questionable value but is used in patients who are 
poor operative risks. Further studies on the phy- 
siological role of the thymus in myasthenia gravis 
and in normal conditions are essential to the suc- 
cessful treatment of the disease. 
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Current Concepts of Thymomas. R. W. Jamplis and 
R. D. Cressman. Am. J. Surg. 98:202-210 (Aug.) 
1959 [New York]. 


The authors’ review of the literature on thy- 
momas shows that in the past confusion has reigned 
concerning the treatment, prognosis, and malignant 
potentialities of thymic tumors. This occurred 
mainly because there was no uniformity of opinion 
concerning the microscopic characteristics of the 
tumors. If one considers thymomas to be tumors 
which are composed always of two-cell types, 
namely, the epithelial cell and the classic thymo- 
cyte (lymphocyte), they fall into a very definite 
pathological and clinical entity. Thus, they can be 
distinguished readily on both these grounds from 
other small-cell tumors of the mediastinum, such 
as lymphoma, oat-cell bronchogenic carcinoma, 
teratoma, or germinoma. Thymomas rarely show 
embolic metastases but are potentially malignant 
by virtue of their capacity to invade vital medi- 
astinal structures. Even when they do so, the usual 
histological criteria for malignancy are lacking. 
Therefore, it is essential that surgical intervention 
be radical, perhaps necessitating the excision and 
grafting of involved great vessels, as surgical ex- 
tirpation is the only method of cure. Roentgeno- 
therapy is palliative only but should be used in in- 
operable cases. 

The association of thymomas, gravis, 
agenesis of erythrocytes, and ag 
remains an interesting and puzzling sechless, That 
interrelationships exist between these entities seems 
irrefutable, but the exact mechanisms involved re- 
main obscure. The authors believe that all thy- 
momas, whether associated with myasthenia gravis 
or not, should be removed, because of their malig- 
nant capabilities. Whether or not to remove the 
thymus gland from patients with myasthenia gravis 
depends on the sex and age of the patient and the 
severity and duration of the disease. The best re- 
sults seem to be obtained in young women who 
have the shortest history and the more severe form 
of the disease. 


Bilateral Aneurysms of the Internal Carotid Artery: 
Successful Surgical Approach in One Stage. R. D. 
Weyand, E. F. Schmerl and J. L. Rhee. California 
Med. 91:79-83 ( Aug.) 1959 [San Francisco]. 


When intracranial aneurysm is suspected, carotid 
arteriography should be done not only on the sus- 
pected side but always on both sides. Without 
surgical intervention, the prognosis of bilateral 
aneurysms is notoriously poor. With the aid of hypo- 
thermic anesthesia, it is now possible to operate on 
both sides in a single procedure. The authors report 
on a 43-year-old woman in whom carotid angio- 
grams showed 2 aneurysms extending medially 
from the supraclinoid portion of each carotid ar- 
tery. Hypothermic anesthesia was started with the 
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aid of a cooling mattress. When the body tempera- 
ture, measured with an esophageal thermometer, 
was below 34 C (93.2 F), operation was begun. 

The aneurysms were approached by elevating 
the right frontal lobe, while cerebrospinal fluid was 
withdrawn from the lumbar region. Both aneurysms 
were identified. They were touching each other. 
During the attempt to dissect the right aneurysm 
from its bed, the left aneurysm ruptured at its 
fundus. Carotid arteries were occluded in the 
cervical region, and bleeding was greatly reduced. 
While the left aneurysm was being dissected free, 
both carotid arteries were occluded simultaneously 
for 10 minutes. After this, the arteries were re- 
leased for 2 minutes and then occluded again for 
8 minutes. During this time the left aneurysm was 
occluded to an area flush with the left carotid 
artery by means of 4 broad silver clips. After this, 
the right aneurysm was dissected free, and a 2-0 
silk ligature tied about its base. The aneurysm 
decreased in size immediately. The esophageal 
body temperature reached 31 C (87.8 F). The pa- 
tient remained on the cooling mattress, which was 
kept at a temperature of 34 C, for 2 days. 

The patient was ambulatory within 3 weeks of 
operation. She resumed her normal activities and 
remained remarkably well, with the exception of 
minor complaints of headache and tenderness at 
the site of the cervical incision. The use of hypo- 
thermic anesthesia in this case was perhaps of 
decisive import. It appears to have helped in the 
control of cerebral edema at the time of operation, 
so that simultaneous bilateral approach could 
seriously be considered. Since it reduced the oxy- 
gen demand in the brain, it allowed a longer safe 
period of carotid occlusion. It is believed that 
continuation of use of the cooling mattress into 
the postoperative period helped control the usual 
postoperative hyperthermia and reduce postopera- 
tive cerebral edema. 


Cancer of the Thyroid: A Twenty-Year Follow-up. 
J. W. Nadal. Am. J. Surg. 98:190-195 (Aug.) 1959 
[New York]. 


The author selected from the records of 3,602 
patients, who had thyroid operations at the Port- 


land (Ore.) Clinic between 1916 and 1938, 31 with 


verified cancer of the thyroid. Thirteen had papil- 
lary carcinoma, 8 had follicular carcinoma, 6 had 
undifferentiated carcinoma, 1 had _ Hiirthle-cell 
carcinoma, and in 3 the tumor was not classified 
histologically. A complete follow-up has been ob- 
tained in all 31 patients. Of these, 27 had bilateral 
subtotal thyroidectomy, 2 had total thyroidectomy, 
1 had tracheostomy, and 1 had removal of tissue 
for biopsy. Nineteen of the 31 patients received 
postoperative irradiation therapy, 17 having radium 
and 2 X-rays. As would be expected, the 13 patients 
treated for papillary carcinoma had the best results. 
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Of these, 11 appeared to have been cured; 5 of 
them died of unrelated causes many years later, 
and 6 are alive today, 21 to 32 years after their 
operations. In contrast, all 6 patients with undif- 
ferentiated type of cancer died within one year. 
In the entire group of 31 patients, 18 appeared to 
have been cured. There was no evidence that the 
postoperative irradiation therapy employed altered 
the end-results. 


The Hemodynamic Results of Surgery for Aortic 
Stenosis. W. L. Kraus, R. C. Schlant, C. B. Moore 
and others. Am. Heart J. 58:174-189 (Aug.) 1959 
[St. Louis]. 


The authors report on 12 men, between the ages 
of 25 and 59 years, and 7 women, between the 
ages of 37 and 55 years, who were operated on 
for aortic stenosis at the Peter Bent Brigham Hos- 
pital in Boston, and who were studied by left heart 
catheterization before and after transaortic valvu- 
loplasty. The cardiac index was normal in patients 
with pure aortic stenosis but tended to be reduced 
in the presence of associated aortic regurgitation, 
mitral or coronary disease. Severe aortic stenosis, 
as it progresses, may become associated with a 
reduced cardiac output and, therefore, a small 
systolic mean pressure difference across the aortic 
valve. There was a small but significant postoper- 
ative increase in calculated aortic valve area in 
11 patients, associated with a marked lowering 
of left ventricular systolic pressure, transvalvular 
pressure difference, and left ventricular work, while 
cardiac output remained unchanged. A residual 
pressure difference across the aortic valve persisted 
in all but one patient, in whom severe regurgitation 
developed. 

Eight patients showed no change in valve area. 
The left ventricular systolic pressure and the trans- 
valvular pressure difference in these were also 
decreased postoperatively, but this was found to 
be the result of reduced cardiac output. Associated 
mitral stenosis, mitral regurgitation, or coronary dis- 
ease did not preclude successful surgery for aortic 
stenosis. Six of the 8 operative failures occurred 
among 7 patients with clinically “insignificant” pre- 
operative aortic regurgitation as the only compli- 
cating lesion. Operation in this group either did 
not relieve the stenosis or increased the regurgi- 
tation in proportion to the relief of stenosis, so that 
measurable benefit was not observed. The term 
“insignificant” as applied to aortic regurgitation 
implies that preoperatively only an aortic diastolic 
murmur of minor degree was present, without any 
of the peripheral stigmata of aortic insufficiency. 
Were this the sole lesion, it would indeed be in- 
significant. The added transvalvular flow imposed 
by regurgitation, however, aggravates the mani- 
festations of stenosis in proportion to the amount 
regurgitated. If aortic stenosis is severe, any re- 
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gurgitation thus becomes significant. Hence, the 
term “insignificant” regurgitation, as applied to 
the 7 patients, has been enclosed in quotation 
marks. The lack of hemodynamic improvement in 
6 patients may well indicate that the associated 
aortic regurgitation was by no means insignificant. 
The authors believe at this time that in the presence 
of severe aortic stenosis the assessment of other- 
wise insignificant regurgitation remains to be 
clarified. 

In the presymptomatic phase of aortic stenosis, 
surgical treatment does not appear to be indicated. 
Until anginal pain, syncope, or failure appears, the 
medical prognosis is excellent and much better 
than the surgical. With the advent of any of this 
triad of complications, the medical prognosis is 
poor, while the surgical risk is between 8 and 10%. 
If aortic stenosis is severe and the patient sympto- 
matic, surgical treatment should be carried out 
even in the presence of mitral stenosis, mitral re- 
gurgitation, or coronary disease. Associated aortic 
regurgitation, even of clinically minor degree, fre- 
quently appears to be unrelieved and possibly even 
enhanced by the present surgical approach to 
aortic stenosis. Operation on such patients should 
probably be withheld until evidence accumulates 
that regurgitation can be dealt with successfully. 


Patent Ductus Arteriosus in Adult Life. G. H. 
Fairley and J. F. Goodwin. Brit. J. Dis. Chest 
53:263-277 (July) 1959 [London]. 


The authors report on 12 men and 31 women, 
between the ages of 21 and 66 years, with patent 
ductus arteriosus, who were admitted to Hammer- 
smith and St. Bartholomew’s Hospitals in London 
during the last 10 years. The chest roentgeno- 
grams of the 43 patients showed enlargement of 
the main pulmonary artery, but except for this 
only common feature the patients fell into 2 distinct 
groups differing in most other respects. The first 
group consisted of 40 patients (93%) with a left- 
to-right shunt. Twenty-four (60%) of these had 
dyspnea on exertion, 10 (25%) had left submam- 
mary pain, and 3 had classical anginal pain. Twelve 
patients, who were symptomless, were referred 
because of a murmur which had been discovered 
during the course of a routine medical examination. 
Patients with a patent ductus arteriosus may remain 
symptomless until middle life, but may then de- 
teriorate rapidly. Angina of effort, not previously 
described, may occur and is thought to be due to 
increased left ventricular work rather than to cor- 
onary artery disease, although the latter may ex- 
plain the marked preponderance of women over 
men in later life. The classical continuous murmur 
of Gibson was heard in 39 of the 40 patients; the 
one exception was a patient with a recanalized 
duct, which was closed while infected; 9 patients 
had a mitral diastolic murmur representing a large 
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shunt. Seventeen of the 40 patients underwent 
cardiac catheterization, and the total pulmonary 
resistance was normal (below 4 units) in 8 patients, 
and was elevated to 6 units in one patient only. 
The pulmonary resistance may remain normal for 
many years despite a greatly increased pulmonary 
blood flow, and there was no tendency for the 
pulmonary resistance to rise with increasing age. 

Thirty-six of the 40 patients in the first group 
were treated surgically. Thirteen became symptom- 
free, 10 were improved, and 1 was unchanged 
after the closure of the duct. Twelve patients were 
symptomless before the operation, and of these 11 
remained so, while dyspnea on exertion occurred 
in one after closure of the duct. There were no 
deaths as a result of the operation. In all the pa- 
tients the diastolic blood pressure rose, and in 
most the size of the heart was reduced. The con- 
tinuous murmur and the mitral diastolic murmur 
were abolished. Thus, against the almost certain 
development of disability in later life, together 
with a reduced life span, there must be considered 
the advantages of safe and complete curative op- 
eration with a low mortality. The authors, there- 
fore, recommend that all patients with a patent 
ductus arteriosus and an appreciable left-to-right 
shunt should receive surgical treatment, regard- 
less of age and lack of symptoms. The second 
group consisted of 3 patients (7%) with patent 
ductus arteriosus associated with a_ right-to-left 
shunt due to pulmonary hypertension (Eisenmenger 
reaction). These patients were between the ages 
of 30 and 48 years, and in them operation was not 
advised because of the high mortality. 


Primary Endocardial Fibroelastosis. J. W. Lamb 
and C, P. Bernet. Am. Surgeon 25:549-551 ( Aug.) 
1959 [Baltimore]. 


The authors report on 3 female infants, between 
the ages of 16 and 24 months, and 2 male infants, 
aged 14 and 20 months, with primary endocardial 
fibroelastosis, who were studied at a community 
hospital in Greenwood, Miss., in the course of 2 
years. This city has a population of 20,000. Primary 
endocardial fibroelastosis is a diffuse thickening 
of the mural endocardium, especially of the left 
ventricle, consisting predominantly of fibrous and 
elastic tissue without associated cardiac malforma- 
tions or other demonstrable cause. Surgical treat- 
ment was refused by the parents of the youngest 
of the 3 female infants; this patient is alive 6 
months after the diagnosis was made but is doing 
poorly. The second girl never recovered from car- 
diac failure after entering the hospital, and the 
third died of a cerebral embolus while she was 
being prepared for surgical intervention. 

The 2 male infants underwent surgical therapy 
based on the altered physiology of ischemia of 
the myocardium. The pericardial sac was opened 


195 


Vol. 171, No. 14 


widely anterior to the phrenic nerve and pericardio- 
phrenic vessels. Pericardial fluid, frequently abun- 
dant, was completely aspirated, and about 5 Gm. 
of sterile U.S.P. tale was placed evenly over the 
surface of the left ventricle primarily and, to a 
less degree, over the anterior surface of the right 
ventricle. The pericardium was then closed with 
interrupted silk sutures; a thoracotomy tube was 
placed into the inferior portion of the left pleural 
space; and the chest wall was closed in layers. The 
procedure was simple, being performed rapidly 
and being adaptable to poor surgical risk patients. 
Nevertheless, one of the boys died on the first 
postoperative day. The other improved after the 
operation, with gain in weight, normal develop- 
ment, and less symptoms of cardiac failure; how- 
ever, the size of the heart did not decrease 
postoperatively, and this second boy died 19 months 
after the poudrage procedure. It is felt that surgical 
management should be considered in all such pa- 
tients because of the uniformly poor prognosis with 
medical management. 


Intracardiac Pressure in Constrictive Pericarditis. 
M. Foscarini, F. Boni, R. De Marchi and others. 
Clinica 19:151-160 (no. 2) 1959 (In Italian) [Bologna, 
Italy]. 


The right heart pressure was recorded by cardiac 
catheterization in 7 patients with constrictive peri- 
carditis—in 6 preoperatively and postoperatively 
and in 1 only postoperatively. The symptoms were 
severe in all the patients, and consisted of edema 
in 6 and of marked ascites in 3. One patient died 
a few days after the operation of liver insufficiency; 
3 were followed for a period of up to 5 months. 
Intracardiac pressure tracings revealed higher than 
normal pressure. There was a marked hypertension 
in the large tributary veins to the right heart. The 
intracavitary pressure pattern of the right ventricle 
in 5 patients revealed a normal systolic rise, fol- 
lowed by an early diastolic dip and a rapid rise to 
form a plateau. There was a considerable diverg- 
ence between the early and the final stage of the 
diastole of the ventricular pressure and a decrease 
in the pressure gradient of the right atrium to the 
pulmonary artery. 

The levels of mean atrial, final ventricular di- 
astolic, pulmonary diastolic, and pulmonary capil- 
lary pressures were close to one another. A high 
capillary pressure reflected the pulmonary venous 
stasis. These recordings demonstrated that con- 
strictive pericarditis involved both ventricles. The 
atrial pressure tracings showed M-or-W-shaped 
contours and a prominent a wave. The preceding 
patterns were characteristic but not specific of con- 
strictive pericarditis. The results of some operations 
were very prompt and of others tardy, the latter 
being probably related to the myocardial condition. 
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Functional Aortic Stenosis: A Malformation Char- 
acterized by Resistance to Left Ventricular Out- 
flow without Anatomic Obstruction. A. G. Morrow 
and E. Braunwald. Circulation 20:181-189 (Aug.) 
1959 [New York]. 


When the clinical aspects of aortic stenosis are 
present and a pressure gradient is demonstrated 
between the left ventricle and the aorta, a discrete 
obstruction, generally amenable to surgical correc- 
tion, has been assumed. The fallacy of this widely 
held concept is emphasized by the surgical and 
hemodynamic findings in the 3 patients presented 
in this report. These patients had functional ob- 
struction to the left ventricular outflow. In 2 of 
them, although a significant pressure gradient was 
shown to exist between the left ventricle and the 
aorta and the obstruction was localized within the 
left ventricle, at the time of open-heart operation, 
no localized stenotic area was found. The authors 
feel that the obstruction must be attributed to 
systolic narrowing of the ventricular outflow tract 
resulting from massive muscular hypertrophy, the 
cause of which is obscure. Such narrowing was 
subsequently demonstrated in one patient by selec- 
tive angiocardiography with left ventricular in- 
jection. In the third patient, functional aortic steno- 
sis was present after surgical relief of a discrete 
subvalvular stenosis and regressed in the postop- 
erative period. 

The recognition of functional aortic stenosis is of 
importance, since this lesion is not amenable to 
surgical correction, and an unnecessary exploration 
of the ventricle and valve in such a patient is 
hazardous. The diagnosis may be suggested by 
certain features present in both the patients de- 
scribed. The systolic thrill and murmur were most 
prominent at the apex and lower left sternal border 
and less apparent in the aortic area. The thrill was 
not transmitted to the carotid vessels. Phonocar- 
diography in the first patient revealed a loud holo- 
systolic murmur at the apex, with a softer ejection 
murmur at the base of the heart. The second pa- 
tient had a typical ejection murmur only. Post- 
stenotic dilatation of the aorta was not demon- 
strable. This latter finding is in contrast to that in 
patients proved to have the more usual form of 
congenital subvalvular aortic stenosis. In both pa- 
tients at left heart catheterization, the obstruction 
was demonstrated to lie beneath the aortic valve. 
Thus, it would seem that the diagnosis of functional 
aortic stenosis can be excluded by the demonstra- 
tion of a pressure difference across the valve and 
must be suspected when the site of stenosis is 
shown to be below it. For this reason complete 
left heart and aortic catheterization would seem 
preferable to simple ventricular puncture in the 
study of patients with aortic stenosis. It is probable 
that selective left ventricular angiography would 
prove the most definitive diagnostic technique in 
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distinguishing this lesion from the other forms of 
aortic stenosis and would also reveal any accom- 
panying mitral insufficiency. The persistence of a 
large pressure gradient after complete relief of a 
localized subvalvular obstruction in the third pa- 
tient can only be attributed to functional aortic 
stenosis. 


Pericardiectomy for Massive Recurrent Pericardial 
Effusion. R. J. Jaffe and H. Kallman. Ann. Int. Med. 
51:363-371 (Aug.) 1959 [Lancaster, Pa.]. 


A history is presented of a 61-year-old woman, 
who had been well until 11 months before admis- 
sion to Kings County Hospital Center, Brooklyn, 
N. Y. At that time she experienced substernal, epi- 
gastric, and right upper quadrant pain. Three weeks 
after the onset of symptoms she was hospitalized 
at another hospital, where examination revealed a 
pericardial effusion. Three pericardicenteses were 
performed, and a total of 1,400 cc. of hemorrhagic 
fluid was removed. “Atypical cells” were found, 
said to be “indicative of adenocarcinoma.” Induced 
pneumopericardium showed increased thickness of 
the parietal pericardium. Chest films revealed a 
“small infiltrate in the left midlung field,” but the 
etiology could not be definitely established. The 
patient was discharged as improved, but 6 months 
later she was readmitted to the same hospital with 
mild cyanosis, anasarca, cardiomegaly, distant heart 
sounds, a systolic murmur at the aortic area, and 
hepatomegaly. Treatment consisted of 3 pericardial 
taps; the first one of these yielded 1,800 cc. of 
hemorrhagic fluid, examination of which did not 
reveal atypical cells, bacteria, or fungi. The patient 
was discharged as improved in February, and en- 
tered Kings County Hospital Center in May, with 
massive anasarca, despite treatment with digitalis, 
diuretics, and low-sodium diet. Thoracentesis 
yielded 500 cc. of straw-colored fluid, and during 
the next 3 days 3 pericardicenteses were performed, 
and a total of 3,880 cc. of chocolate-colored fluid 
was removed. This again was followed by improve- 
ment, and additional studies were performed, all 
of which, including scalene node biopsy, were 
negative. 

When symptoms of heart failure returned de- 
spite the use of digitalis, low-sodium diet, and 
diuretics, thoracotomy and pericardiectomy were 
carried out. The epicardium was covered with a 
thin layer of greenish yellow exudate resembling 
“sugar icing.” No evidence of tumor could be 
found. Microscopic study of the pericardial tissue 
confirmed the suspicion of idiopathic pericarditis. 
The patient was asymptomatic one year after the 
operation. The similarity between chronic idio- 
pathic pericarditis and constrictive pericarditis as 
to both the clinical picture and the response to 
pericardiectomy deserves emphasis. The case pre- 
sented illustrates the failure of prolonged medical 
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management and the good results that may follow 
surgical correction even after prolonged cardiac 
tamponade. 


Congenital Coronary Arteriovenous Fistula Asso- 
ciated with Large Patent Ductus. L. H. Bosher Jr., 
S. Vasli, C. M. McCue and L. F. Belter. Circula- 
tion 20:254-261 (Aug.) 1959 [New York]. 


The female infant whose history is presented 
showed symptoms of cardiac failure at the age of 
4 months. At 16 months generalized edema and 
hepatomegaly developed, and the child was digi- 
talized. On March 19, 1956, at 18 months, she was 
admitted to hospital for study. The tentative diag- 
noses were interatrial septal defect and patent 
ductus arteriosus. Interventricular septal defect 
and pulmonary insufficiency were also considered. 
A retrograde brachial aortogram was advised, but 
the family refused. The child was readmitted to 
the hospital on Dec. 28, 1956. There was sugges- 
tive enlargement of the left ventricle. Increased 
pulsations were seen in the pulmonary vascular 
bed on fluoroscopy. A retrograde aortogram was 
performed through the right brachial artery. Now 
a tentative diagnosis of large patent ductus ar- 
teriosus with pulmonary insufficiency and tricuspid 
insufficiency was made. The possibility of a rup- 
tured sinus of Valsalva into the right ventricle was 
also considered, but the proper interpretation of 
the aortogram was not made. The patient was ad- 
mitted a third time for surgery on May 11, 1957. 
At the time of admission there was evidence of 
bronchopneumonia. 

Operation was carried out through a _ bilateral 
transsternotomy incision 17 days later, after clear- 
ing of the pneumonitis. The pump oxygenator was 
prepared for possible use. A large patent ductus 
was found. After division of the ductus there re- 
mained a thrill over the right atrium. Further ex- 
amination revealed a vessel, roughly 0.5 cm. in 
diameter, branching from a dilated left coronary 
artery and passing through the transverse sinus 
behind the aorta and pulmonary artery to empty 
into the right atrium behind the origin of the su- 
perior vena cava. The anomalous coronary vessel 
was ligated with several sutures near its entry into 
the atrium. The postoperative course was unevent- 
ful for 24 hours, but the child died apparently of 
a cardiac arrhythmia 30 hours after the operation. 

The authors point out that several reviews have 
been published recently describing the anatomic 
and clinical findings in patients with congenital 
coronary arteriovenous fistulas or with communica- 
tions between the coronary arteries and the cardiac 
chambers. The recognition of this clinical entity 
presents real difficulty, since it may easily be 
confused with other lesions causing a continuous 
or to-and-fro murmur, such as patent ductus ar- 
teriosus, aortopulmonary septal defect, ruptured 
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aneurysm of an aortic sinus, interventricular septal 
defect with aortic insufficiency, and arteriovenous 
communications within the chest wall or lungs. 
The authors collected 38 cases of congenital coro- 
nary arteriovenous fistula from the literature. They 
analyzed these 38 cases together with their own 
(39th). The right coronary system was involved in 
19, and the left coronary system in 16 cases. In 2 
cases both right and left coronary artery systems 
participated, and in the remaining cases informa- 
tion regarding the exact anatomic arrangement was 
not available. Associated congenital defects, which 
were encountered in 6 cases, included pulmonary 
atresia, pulmonary atresia with interventricular 
septal defect, single ventricle, and patent ductus 
in 2. The case presented is the second one in which 
the left coronary artery system communicated di- 
rectly with the right atrium, and also the second 
case associated with a patent ductus. 


Cardiac Aneurysm with Ventricular Tachycardia 
and Subsequent Excision of Aneurysm: Case Re- 
port. O. A. Couch Jr. Circulation 20:251-253 (Aug.) 
1959 [New York]. 


The woman, whose history is presented, was 54 
years old when first seen in September, 1953. Her 
ventricular tachycardia was controlled only with 
rather exactly regulated doses of quinidine sulfate. 
Administration of this drug was continued until 
the time of operation. After excision of a ventricular 
aneurysm, quinidine was withdrawn without fur- 
ther recurrence of the tachycardia. This sequence 
suggests that an irritable focus causing the tachy- 
cardia had been removed with removal of the 
aneurysm. Despite the cardiac arrest at the time of 
operation, the patient’s postoperative recovery has 
been excellent. She has gained strength progressive- 
ly and has reached a considerably higher level of 
activity than was possible prior to operation. 


Extramucosal Cardiomyotomy According to Heller’s 
Technique in the Treatment of the So-Called Idio- 
pathic Megaesophagus. F. Cecconi. Arch. ital. chir. 
85:135-152 (no. 2) 1959 (In Italian) [Bologna, Italy]. 


The author reports on 38 patients (20 men and 
18 women) with idiopathic megaesophagus ob- 
served at the surgery clinic of the University of 
Rome from 1950 to July, 1957. Extramucosal cardio- 
myotomy through the abdomen (Heller's operation) 
was performed on 31 patients. Dysphagia, frequent- 
ly combined with regurgitation, was the initial 
symptom in most instances. A weight loss of from 
3 to 20 kg. (7 to 44 Ib.) was noticed in all the pa- 
tients. The Delbet-Zaaijer variation of Heller’s op- 
eration was followed. A longitudinal incision was 
made on the anterior cardioesophageal wall. Ap- 
proach was made through a median xiphoumbilical 
incision; removal of the xiphoid and partial mobili- 
zation of the costal cartilage was resorted to in a 
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few cases only. Resection of the left triangular 
ligament of the liver, but not of the coronary liga- 
ment, was indispensable in all instances. A good 
exposure of the cardia and of the terminal segment 
of the esophagus was of fundamental importance; 
on it depended the possibility of performing an 
adequately long cardiomyotomy; this should ex- 
tend from 2 or 3 cm. below the cardioesophageal 
junction to at least 7 cm. above the beginning of 
the dilatation of the esophagus. 

Laceration of the gastric or esophagus mucosa 
occurred once, but it was checked immediately 
and resulted in no complications in the postopera- 
tive course. All 31 patients survived the operation. 
Immediate results, especially from the functional 
point of view, were good in all instances; dysphagia 
disappeared, normal alimentation could be _re- 
sumed, and body weight increased. On late ob- 
servations made from 7 months to 6 years after the 
operation, results were still good in 21 patients, but 
they had deteriorated partially in 8, and had be- 
come poor in 2; the latter patients presented 
marked, and at times even painful, dysphagia, fre- 
quent and marked regurgitation, peptic esophagitis, 
and progressive loss of weight. The best results 
were obtained in persons under 40 years of age. 
These were mainly women, since most of the male 
patients were between 40 and 60 years of age. 


The Radiological and Bacteriological Assessment 
of Tuberculous Lung Lesions Remaining After 
Chemotherapy. A. W. T. Eade, G. K. Harrison, S. E. 
Large and others. Thorax 14:104-112 (June) 1959 
[London]. 


Partial lung resection was performed on 59 
Gurkha soldiers with pulmonary tuberculosis at an 
army chest center in England after a regimen of 
chemotherapy for periods of between 10 and 25 
months. Initially the patients received streptomy- 
cin, 1 Gm. daily, and isoniazid, 100 mg. twice daily, 
for either 30 or 60 days. Then both drugs were 
given in the same dosage every other day until 
operation. There was roentgenologic evidence of 
cavitation on admission in 39 patients (66%). In 
these patients the presence of 46 cavities was con- 
firmed roentgenologically. Forty-one cavities which 
had been present at the beginning of treatment 
in 34 patients closed before operation, but 5 large 
cavities were still present at the time of operation 
in the remaining 5 patients. The lesions from 3 of 
the latter were culture-positive, the organisms in 2 
being resistant to streptomycin and isoniazid. 

Of 34 instances in which the solid residuum of 
previously cavitated disease was resected, tubercle 
bacilli were cultured from the specimen in only 
one patient, and then not from the cavity itself. 
This patient had received chemotherapy for only 
4 months after the cavity had closed, whereas 30 
of the remaining 32 patients had received such 
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treatment for from 6 to more than 18 months. Of 
20 patients with noncavitary disease, tubercle ba- 
cilli were cultured from the resected specimen in 
only 2 who had received chemotherapy for 14 and 
16 months respectively. Both of the latter patients 
had been consistently sputum-negative, had nega- 
tive preoperative laryngeal swabs, and had shown 
only slight roentgenologic change during treatment. 
This study suggests that the persistence of viable 
tubercle bacilli in the lesions is reduced with the 
increased duration of chemotherapy, unless bac- 
terial resistance to the drugs used in treatment has 
developed. 


A Planned Study of Minimal Tuberculosis. R. Doug- 
lass, E. M. Medlar, N. S. Lincoln and others. 
J. Thoracic Surg. 38:191-208 (Aug.) 1959 [St. Louis]. 


An analysis of 104 patients with minimal tubercu- 
losis regarded as clinically active, who were treated 
by bed rest, chemotherapy, and resection of residual 
lesions, is presented, together with data from path- 
ological studies of each surgical specimen. There 
were 43 men and 61 women, between the ages of 
10 and 59 years. Chemotherapy, such as streptomy- 
cin, para-aminosalicylic acid, or isoniazid in some 
combination, was given for from 4 to 8 months 
preoperatively. After the operation chemotherapy 
was at first given to cover the recovery period, but 
when excised specimens revealed areas of new 
disease which had occurred during the drug ther- 
apy, the drugs were arbitrarily given for about 4 
months postoperatively. 

Major complications of surgery occurred in IL 
patients, but all responded well to therapy. Minor 
complications were seen in 15 patients, and all re- 
covered, There was no operative death. Of the 104 
cases, a total of 119 lungs were explored, and the 
lesions excised; on 15 patients a bilateral excision 
was performed, and on 89 a unilateral one. Not 
infrequently more disease was found at operation 
than was suspected from chest roentgenograms, 
and, on occasion, lesions were found in areas not 
suspected preoperatively. Because of extensive de- 
velopmental bronchiectasis, a right lower lobe with 
tuberculosis was removed in one case. In the re- 
maining 118 lungs only segments or subsegments 
were excised. These findings indicate that, as long 
as the disease remains minimal in extent roentgen- 
logically, it is essentially a localized process. 

In the study of pathology, one case showed 
parenchymal scarring only. All other specimens 
showed multiple necrotic lesions and scarring but 
with considerable variations both in size and num- 
ber of necrotic foci and amount of scar, There were 
considerable differences in the ages of the various 
types of lesions, not only from case to case but 
within single specimens. The specimens revealed 
necrotic lesions in 103 patients, this being the 
dominant feature in 83. Bronchial communication 
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was demonstrated in 49 patients, and was believed 
to exist in all necrotic lesions. Cavity formation was 
demonstrated in 48 patients—open in 14, “filled in” 
in 30, and largely scar in 4. Pneumonic foci, in- 
terpreted as recent bronchogenic spreads, were 
noted in 10 patients despite chemotherapy. There 
was no correlation noted between the duration of 
chemotherapy and the anatomic pathological fea- 
tures which varied widely; nor was there a demon- 
strable causal relationship between chemotherapy 
and the observed features of the necrotic (caseous) 
lesions, which had not been eradicated. 

Ninety-eight patients were followed up for from 
1 to 6 years. Two patients died—one in the 2nd 
postoperative year of bronchogenic carcinoma, and 
the other in the 5th year because of gangrene of the 
lower extremities. In one patient a clinical relapse 
occurred in the 5th postoperative year. 


Scalene Lymph Node Biopsy, Cytologic Studies, 
and Other Diagnostic Methods in Intrathoracic 
Disease. A. Gaurie and G. H. Friedell. J. Thoracic 
Surg. 38:235-243 (Aug.) 1959 [St. Louis]. 


The authors compared the results of scalene 
node biopsy and those of exfoliative bronchial 
cytology performed in 100 consecutive patients be- 
tween 1951 and 1958. They also reviewed the rela- 
tive effectiveness of the various techniques used in 
the diagnosis of intrathoracic disease, namely, 
roentgenologic studies, bronchoscopy, scalene node 
biopsy, and exfoliative cytology. Cases were in- 
cluded in this series only if the node biopsy was 
done to assist in the diagnosis of intrathoracic dis- 
case. In most of the cases, the nodes removed were 
not palpable before operation, All cases in which 
tissue was submitted to the laboratory, regardless 
of the number of nodes identified, were included. 
A diagnosis of tumor was made by the bronchos- 
copist in 43 of 62 patients with intrathoracic neo- 
plasms. Scalene node biopsy specimens were posi- 
tive for tumor in 37 of the 62 patients with intra- 
thoracic tumors. Cytological preparations were 
usually made in cases which were diagnostic prob- 
lems, and were not made in several cases with 
clinically obvious neoplastic disease. Thus, 48 
Papanicolaou smears were prepared, of which 8 
were reported as positive, and in all 8 cases intra- 
thoracic tumors were present. The slides from 2 
cases were considered inadequate for diagnosis. 
The remaining 38 smears were reported as negative, 
although in 27 of these 38 cases a final histological 
diagnosis of intrathoracic malignancy was made. 
In 10 of these 27 cases, a positive diagnosis was 
made on.the scalene node biopsy specimens. 

The relatively low diagnostic accuracy of the 
cytological studies is attributed primarily to de- 
ficiencies in the techniques used in preparing the 
smears. It is felt that more satisfactory cytological 
preparations can be made after centrifugation of 
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the specimen; it would then be essential that a 
definite routine be established and that the respon- 
sibility for performing the necessary procedures be 
specifically assigned to one person in either the 
surgical or the laboratory service. Without such a 
designated routine supervised by one individual. 
variation in procedures seems quite likely to occur 
without the knowledge of either the collector of 
the specimen or the interpreter of the final prepa- 
ration. On review of smears originally called nega- 
tive, about 30% were found to be insufficient for 
definitive diagnosis. If these inadequate smears are 
not considered, the diagnostic accuracy of the 
cytological material becomes 34% in cases of intra- 
thoracic tumor. Each of these 3 diagnostic methods, 
bronchoscopy, scalene node biopsy, and cytological 
study, is felt to have a definite place in the diag- 
nostic armamentarium, and each would appear to 
be most useful as a complemental technique rather 
than as a replacement for the other two. 


Scalene Node Dissections. J. W. Castleberry, D. J. 
Davis and R. B. Trumbo. Am. Surgeon 25:552-556 
(Aug.) 1959 [Baltimore]. 


Scalene node dissection has become a useful and 
fairly well standardized method in the diagnosis 
and management of thoracic diseases. Surgeons 
undertaking these procedures are reminded, how- 
ever, of the many shortcomings observed, and of 
the many responsibilities which must be discharged 
to give maximal value to the dissections. This is a 
hazardous, time consuming, and only slightly re- 
vealing procedure. All other diagnostic methods 
short of thoracotomy should be used before scalene 
node dissection. Complications may include injury 
of major or minor nerves, hemorrhage, lymphatic 
fistula, pneumothorax, air embolism, and infection. 
The operative time averages 1% hours. Delay in 
treatment results unless the dissection is combined 
with bronchoscopy or other diagnostic methods. 
Complete examination of the specimen is of great 
importance. These nodes are seldom positive with 
a known primary diagnosis of bronchogenic squa- 
mous-cell carcinoma. If no nodes are palpable, only 
8 to 10% of all dissections will reveal positive nodes. 
A distinction should be made between biopsy and 
dissection. Biopsy should refer to the removal of a 
small portion of tissue, such as a wedge from a 
supraclavicular mass, or a single suspected node. 
Dissection should indicate a clean sweep of re- 
gional nodes. 


Adrenalectomy in the Treatment of Advanced 
Breast Cancer. W. H. Parsons and S. G. Blackshear. 
Am. Surgeon 25:604-606 (Aug.) 1959 [Baltimore]. 


The authors performed bilateral adrenalectomy 
on 25 women, between the ages of 24 and 71 years, 
with far-advanced, severely painful cancer of the 
breast, who had failed to obtain any relief from 
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all forms of therapy and who faced an undeniably 
hopeless prognosis. Unequivocally beneficial re- 
sults, sometimes dramatic, were obtained in 10 of 
20 patients. In 5 patients it has been too soon after 
the operation for an evaluation to be made. There 
was only one postoperative death. The mean sur- 
vival time for the 10 patients who did not respond 
to adrenalectomy was 4.9 months. Of the 10 pa- 
tients who were benefited, 4 are alive 19, 10, 8, 
and 3 months after the adrenalectomy. The mean 
survival time was 17.8 months for the 6 patients 
who did respond but have died. The results ob- 
tained in this group of patients and in 934 patients 
whose cases were collected from the literature 
justify the conclusion that bilateral adrenalectomy 
has definite, often dramatic beneficial effects in 
certain women with advanced metastatic carcinoma 
of the breast. The total number of patients who 
have had adrenalectomy is now large enough, the 
postoperative period sufficiently long, and the 
survival rate favorable enough to suggest its per- 
formance whenever the prognosis would other- 
wise be hopeless. 

By no means, however, are all patients benefited 
by this procedure. The crucial matter, therefore, 
is to determine which patients will respond favor- 
ably to removal of the adrenal glands. The authors 
do not agree that one can determine from the 
cellular pattern of the lesions which patients will 
be helped by adrenalectomy. Clinical evidence in- 
dicates that the woman most apt to be benefited 
by adrenalectomy is one in the premenopausal age 
who has had a temporary favorable response to 
oophorectomy. Since patients with cancer of the 
breast who have undergone oophorectomy often 
continue to excrete estrogen in the urine, and since 
the adrenal glands are a source of this hormone, 
the combination of adrenalectomy with oophorec- 
tomy seems reasonable. All sources of sex steroids, 
on which certain cancers from mammary epithe- 
lium retain their dependency after oophorectomy, 
would thus be eliminated. 


Esophageal Replacement and Bypass with the 
Ascending and Right Half of the Transverse Colon 
for the Treatment of Congenital Atresia of the 
Esophagus. J. S. Battersby and T. C. Moore. Surg. 
Gynec. & Obst. 109:207-215 (Aug.) 1959 [Chicago]. 


The authors review the literature pertaining to 
the use of the right half of the colon for esophageal 
replacement in the management of congenital 
atresia of the esophagus. A need for esophageal 
replacement exists in the infrequent case of eso- 
phageal atresia with tracheoesophageal fistula in 
which there is insufficient length of the 2 esopha- 
geal segments for primary end-to-end anastomosis 
and in virtually all cases of the rather small group 
of atresias without fistula in which the distal esoph- 
ageal segment generally is partially or completely 
absent. The initial management of these 2 types 
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of cases at birth is discussed. The authors report 
on the use of the right half of the colon for esopha- 
geal replacement in 5 children with congenital 
atresia of the esophagus, who were observed at 
the Indiana University Medical Center, Indianap- 
olis. Four of the patients had esophageal atresia, 
no fistula, and absence of the distal esophageal 
segment, and one had atresia with tracheoesopha- 
geal fistula. The first child was successfully oper- 
ated on in January, 1953. This patient is alive and 
doing well almost 6 years after operation. 

The cecum was utilized for proximal esophageal 
anastomosis in 3 cases and the terminal part of the 
ileum in 2. All distal colonic transplant anastomoses 
were carried out into the anterior wall of the 
stomach. The substernal route with esophageal 
anastomosis in the neck was used in 3 cases, and 
intrathoracic colon transplantation with intratho- 
racic esophageal anastomosis was employed in 2. 
Three patients recovered, and 2 died. The 3 sur- 
viving patients were all in excess of 7 months in 
age and 16 lb. (7,257 Gm.) in weight at the time 
of operation. The substernal route with esophageal 
anastomosis in the neck was utilized in all 3. The 
surviving patients have been observed for 6, 2, and 
1%4 years after esophageal replacement. The trans- 
planted right half of colon has functioned satis- 
factorily as an esophageal substitute in all, and 
they have grown and developed in a normal man- 
ner. There has been no evidence of peptic ulcer- 
ation in the colon transplant. 

Both infants who died were managed by intra- 
thoracic right half of the colon esophageal replace- 
ment with the esophageal anastomosis in the chest. 
One patient, a premature infant weighing 4% lb. 
(2,040 Gm.), was operated on at 8 days of age and 
died 18 days after operation, with progressive loss 
of weight and suspected terminal intrathoracic 
anastomosis breakdown. The other patient was a 
malnourished 6-month-old infant who weighed 
only 9% Ib. (4,308 Gm.); this patient died 8 days 
after a breakdown of the intrathoracic anastomosis, 
which occurred 11 days after operation. Leakage 
with the formation of a fistula at the proximal 
esophageal anastomosis was the most frequently 
encountered postoperative complication. In those 
cases of congenital atresia of the esophagus in 
which esophageal replacement is required, the use 
of the right half of the colon through a substernal 
tunnel with proximal esophageal anastomosis in 
the neck is recommended. 


Treatment of Wilms’s Tumor. H. Bay-Nielsen. 
Ugesk. laeger 121:1190-1193 (July 30) 1959 (In 
Danish) [Copenhagen]. 


Wilms’s tumor develops only in the kidney and 
metastasizes by both lymphogenic and hematogenic 
means. The initial symptoms are often vague. The 
most important later symptoms are hematuria, 
rapidly increasing abdominal circumference, and 
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abdominal pain. The tumor grows rapidly through 
the renal capsule and expansively in the peritoneal 
tissue. Treatment in the last 25 years has been 
nephrectomy combined with roentgenotherapy. 
The Danish material has included 17 histologically 
verified cases. The average age of the patients at 
operation has been 2 years and 3 months. Palpation 
of the tumor was limited as far as possible. Pre- 
operative treatment with fluids and transfusions 
was given. Nephrectomy was performed within a 
period of a few hours to 20 days after admission. 
The method was transperitoneal in 12 patients and 
thoracoabdominal in 4; in one patient a lumbar 
incision was made. The thoracoabdominal tech- 
nique seems to present important advantages. Post- 
operative roentgen-ray treatment, given in 13 cases, 
was begun on the day of operation in 1 instance, 
during the first 3 days in 4, and later in the other 
cases. One patient died during the operation; 13 
patients died from 2 months to 3% years postop- 
eratively. Three patients have survived for 10, 4%, 
and 2% years respectively. Many patients are ad- 
mitted late, in poor general condition, and with 
prominent tumor. If there are symptoms of Wilms’s 
tumor, time is of the essence, and nephrectomy 
should be performed as soon as possible, with the 
assistance of pediatrician and _ anesthesiologist; 
roentgen-ray treatment should be given immediate- 
ly after the operation. 


Effectiveness of Treatment of Severe Ammonia 
Toxicity. W. Lawrence Jr., P. Vanamee, J. W. 
Poppell and H. T. Randall. Surg. Gynec. & Obst. 
109:139-144 (Aug.) 1959 [Chicago]. 


The authors review their experience with the 
treatment of hepatic coma associated with am- 
monia toxicity. They evaluate the effectiveness of 
the treatment of patients having severe ammonia 
toxicity with the use of monosodium glutamate. 
The patients included were those in whom sig- 
nificant clinical signs and symptoms of ammonia 
toxicity developed in association with definite ele- 
vation of blood ammonia. All those exhibiting mild 
neurological symptoms (or stage 1, as described 
by Najarian) were eliminated, as they did not re- 
quire aggressive amino acid therapy. Also rejected 
were patients who had ammonia toxicity secondary 
to obvious exogenous sources of ammonia, as they 
can generally be treated by simple elimination of 
the drug or compound. After this selection, there 
remained for study 96 patients with 100 separate 
episodes of ammonia toxicity. These patients ex- 
hibited either stupor (precoma) or frank coma. 

Treatment of this group included the following 
measures: correction of electrolyte abnormalities; 
glucose infusions; blood transfusion when neces- 
sary; and administration of monosodium glutamate 
intravenously (usually 80 Gm. over a 24-hour pe- 
riod). Potassium chloride (80 to 120 mEq.) was 
administered parenterally during the same period 
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to counteract the metabolic alkalosis produced by 
such large dosage of monosodium glutamate. Cri- 
teria of success or failure of therapy in each pa- 
tient were correlated with the stage of coma as 
well as the clinical category of ammonia toxicity. 
These categories were as follows: surgical portal 
systemic shunt (8 patients); portal cirrhosis with 
gastrointestinal hemorrhage (22); severe hepa- 
titis (6); portal cirrhosis without gastrointestinal 
hemorrhage (spontaneous liver failure, 35); and 
neoplastic replacement of the liver (29). 

The results of treatment of combined supportive 
therapy with the intravenous administration of 
monosodium glutamate were tabulated for the en- 
tire group of patients in terms of decrease in blood 
ammonia (79.7%), clinical improvement in mental 
status (63%), and immediate survival (46%). The 
etiology of the ammonia toxicity was correlated 
with these criteria of therapeutic effectiveness. The 
findings suggest that ammonia toxicity secondary 
to circulatory bypass of the liver was more easily 
managed than those clinical situations in which 
the elevation in blood ammonia was secondary to 
hepatic dysfunction. Treatment of the elevation in 
blood ammonia in patients with advanced hepatic 
failure and coma appeared to be helpful; however, 
the results were far from ideal. 


Cystic-Cholecystic Syndrome Due to Mechanical 
Blocking. D. Vasconcelos, F. L. Castro and E. 
Chaves. Rev. Assoc. méd. brasil. 5:128-137 (April- 
June) 1959 (In Portuguese) [Sao Paulo, Brazil]. 


The authors report on 24 patients with the 
cystic-cholecystic syndrome, all of whom were 
treated surgically. This syndrome is characterized 
by the blocking of the bile flow from the gallblad- 
der into the choledochus, with consequent vesicular 
stasis, hyperpressure, and distention. In most cases 
the biliary blocking is caused by congenital mal- 
formations in the infundibulocholecystic area. The 
group of patients studied in this article included 
18 women and 6 men, between the ages of 23 and 
74 years. The clinical picture of the cystic- 
cholecystic syndrome is not characteristic; it re- 
sembles the common picture in cholecystic disease. 
The most frequent signs and symptoms in this 
series were hepatic pain, nausea, and diarrhea, in 
various degrees and forms. Two patients also had 
jaundice, which was difficult to explain in the 
absence of a choledochal process. 

The most suggestive results of the 62 duodenal 
intubations performed on the 24 patients were 
longer time for the bile flow, and alterations in the 
gallbladder emptying time (which may be short- 
ened, prolonged, or intermittent), The important 
radiologic features were a well-contrasted picture 
of the gallbladder, giving the impression of tension, 
and vesicular stasis, especially if it were associated 
with an abnormal contracting movement of the 
gallbladder. This abnormal contracting mechanism 


MEDICAL LITERATURE ABSTRACTS 


203/2011 


is translated in the radiologic picture by alterations 
in the shape of the gallbladder image, with a 
sharpening of the bottom area while the infundibu- 
lar area is dilated. The gallbladder may also suffer 
a lateral upward displacement, nearing the ribs. 
Duodenal intubation and cholecystography are the 
most valuable means of diagnosis in the cystic- 
cholecystic syndrome. The results of these 2 types 
of examination should be combined and compared 
because of the variety of features in the individual 
cases. 


The Surgical Correction of Calcific Aortic Stenosis 
in Adults: I. Technique of Transaortic Valvulo- 
plasty. D. E. Harken, H. Black, W. J. Taylor and 
others. Am. J. Cardiol. 4:135-146 (Aug.) 1959 [New 
York]. 


The natural history of aortic stenosis differs sig- 
nificantly from that of mitral or tricuspid stenosis. 
The physiological derangement in aortic stenosis 
depends on 2 factors. First, the arteriosclerotic 
marginal leaflet fusion may cause a loud murmur or 
murmurs long before there is any hemodynamic 
disturbance. Second, even after there is valve im- 
pedance, there may be a long symptom-free period 
before rapid deterioration and death. The conges- 
tive failure, which heralds the onset of the terminal 
phase, may be due to the discrepancy between the 
muscle mass of the left ventricle and its blood sup- 
ply. The ominous significance of left ventricular 
failure, as manifested by dyspnea on exertion, is 
emphasized. 

The authors found that the commonest pattern 
of adult calcific aortic stenosis is fusion of the an- 
terior and posteromedial cusps with little or no 
adherence of the edges of the noncoronary cusp. 
This results in a bicuspid valve with only a rigid, 
narrow slit for an opening. Nevertheless, an area 
of mobility or “hinge zone” can almost always be 
identified near one of the commissures. This pat- 
tern was present in 30% of the cases. The tricuspid 
pattern was also found in approximately 30% of 
clinical and autopsy specimens. The punctate form 
produces the most advanced narrowing with an 
orifice that may be no larger than a match head. 
There are many intermediate gradations of these 
basic patterns, but the outstanding common de- 
nominator of adult aortic stenosis is massive cal- 
cification and absence of mobility. The mechanism 
of valve closure in calcific aortic stenosis is quite 
unlike that of the normal valve. The surgeon un- 
dertaking corrective surgery must understand both 
mechanisms and their combinations. 

Of 23 patients with pure aortic stenosis operated 
on by the original transventricular route, 10 died 
from the operation, and 10 more succumbed sub- 
sequently. After Swann demonstrated in 1954 that 
the aortic valve could be approached from above 
through an operating tunnel sutured to the wall of 
the aorta, the authors have employed a modifica- 
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tion of this technique in 100 cases. Tunnels made of 
cotton, nylon, and polyethylene-lined nylon were 
used, but it was not until Hugh Wilson suggested 
the use of an Ivalon sponge tunnel that a satisfac- 
tory hemostatic method was developed. The Ivalon 
tunnel is prepared by wrapping 3 or 4 layers of 
moistened, thin-sliced Ivalon on the barrel of a 
30-ce. syringe. The bottom edge of this tunnel is 
built up to a greater thickness to hold the sutures. 
Tight wrapping with gauze compresses it. Steriliza- 
tion is accomplished by boiling. The individual op- 
erating tunnel, 3 or 4 cm. in length, is cut from this 
tube and sewn to the lips of the aortic incision 
with interrupted sutures through the full thickness 
of the aorta. These are first placed at the 4 quad- 
rants of the incision, and the natural elasticity of 
the tunnel holds the aortic edges open for easy 
suturing. The second layer consists of a row of 
continuous silk suture, which forms a water-tight 
seal between the external edge of the Ivalon tunnel 
and the adventitia of the aorta. Although some 
oozing through the tunnel may occur when the 
clamp is first released, the interstices quickly fill 
with clots, and no further bleeding occurs. The 
mobilization of the valve leaflets, the removal of 
the tunnel, hemostasis, and the postoperative man- 
agement are described. 

There were 12 late deaths and 16 operative 
deaths among the first 100 patients treated by the 
transaortic technique, but the operative mortality 
has been reduced to 5 in the last 60 consecutive 
patients. Eighty-six per cent of the surviving pa- 
tients followed from 6 to 36 months are improved. 
The gratifying salvage from this fatal disease en- 
courages further use of this method of surgical 
relief. 


Postoperative Physiopathologic Results in Mitral 
Stenosis. E. Coelho, A. Bordalo e Sa, J. Maltez and 
others. Am. J. Cardiol. 4:163-179 (Aug.) 1959 [New 
York]. 


The authors are concerned with the physiopatho- 
logical changes which occur in patients with mitral 
stenosis after mitral commissurotomy. From the 
case material of the cardiology center of the Med- 
ical Faculty of Lisbon, they selected 200 patients 
who could be followed for long periods after the 
commissurotomy. These patients were studied at 
intervals of several months, 1 year, 2 years, or 3 
years after the operation. Pericarditis occurred after 
the operation in 90% of the cases, and the postperi- 
cardiotomy syndrome (the so-called postcommis- 
surotomy syndrome) in 12.5%, with no correlation 
between this and the results of biopsy of the auric- 
ular appendage. The results of mitral commis- 
surotomy were evaluated by preoperative and post- 
operative cardiac catheterization, phonocardiogram, 
electrocardiogram, vectorcardiogram, electrokymo- 
gram, ballistocardiogram, roentgenogram, pulmo- 
nary angiocardiogram, and pulmonary function 
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tests. The physiopathological data did not always 
correspond to the clinical results. Sometimes the 
clinical improvement was greatly superior to the 
results furnished by these tests. 

Excellent or good clinical results were obtained 
in 67 to 70% of the 200 patients. Twelve patients 
(6% died. Factors inducing physiopathological re- 
sults in mitral commissurotomy are discussed. These 
include postoperative mitral insufficiency, valvular 
calcification, postoperative emboli, insufficiency of 
the myocardium, subvalvular stenosis, insufficient 
commissurotomy, and recurrent rheumatic reactiva- 
tion which may cause restenosis. 


The Accomplishments of Open Heart Surgery: The 
Status of 35 Patients 18 to 36 Months Following the 
Operation. C. P. Bailey, B. G. Musser and D. P. 
Morse. Am. J. Cardiol. 4:147-154 ( Aug.) 1959 [New 
York]. 


The authors review their experiences with 35 
patients who underwent successful open-heart sur- 
gery with the aid of a pump oxygenator, and who 
are now alive more than 18 months after surgery. 
Twenty-three of the patients had aortic stenosis, 
and 2 had aortic insufficiency. Of the 10 patients 
with congenital defects, 3 had congenital aortic 
stenosis, 4 had tetralogy of Fallot, and 3 had ven- 
tricular septal defects. The Friedland-Gemeinhardt 
oxygenator, a modification of the DeWall apparatus, 
was used in all the patients. Two Sigmamotor 
pumps were used to replace, respectively, the right 
and left ventricles. The bodily venous return was 
withdrawn from the venae cavae through separate 
catheters, and the oxygenated blood was returned 
to the arterial circuit by way of a subclavian cath- 
eter. An additional Sigmamotor pump was used in 
some of the patients for retrograde perfusion of the 
coronary sinus with oxygenated blood. The rate of 
extracorporeal flow was maintained at nearly the 
patient’s normal cardiac output (adult average, over 
3,000 cc. per minute). The last patient in the series, 
operated on Aug. 21, 1957, was perfused by a new 
principle involving the use of the patient’s own 
lungs as an oxygenator. Elective cardiac arrest was 
not used in this series, but since then arrest was 
used for a period of one year and now has been 
abandoned. 

Although subjectively the patients with aortic 
stenosis were completely relieved, or at least great- 
ly improved, the catheterization data in those who 
have returned for study show that in these early 
open procedures for aortic stenosis the authors 
failed to bring about a return to normal pressure 
and flow relationships. Because of the severe de- 
gree of valvular calcification, fibrosis, and rigidity 
of the valve leaflets, a complete obliteration of the 
pressure gradient was not obtained. Recently a new 
technique has been developed for removing the 
calcium and much of the scar tissue from the con- 
cave side of each cusp. This “sculpturing” restores 
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mobility and function to the valve to a near-normal 
extent. In one of the patients with congenital 
aortic stenosis, a significant amount of aortic in- 
sufficiency was produced. Both of the patients with 
pure aortic insufficiency, who have survived more 
than 18 months after plication and resection of the 
noncoronary bearing cusp of the aortic valve, re- 
main improved. Aortic regurgitation has been 
greatly reduced, and the signs of congestive heart 
failure, angina pectoris, and the palpitation pre- 
viously present in each case have disappeared. 

The ages of the 4 patients with tetralogy of Fal- 
lot ranged from 2 to 22 years. Defects in the mem- 
branous portion of the interventricular septum were 
repaired with simple or mattress sutures. In one 
case this was supplemented by Ivalon pledgets to 
reinforce the mattress sutures. The protruding por- 
tion of the supraventricular wall was resected in 
the 3 cases in which obstruction was of the infun- 
dibular type. In the patient with purely valvular 
stenosis, the pulmonary artery was opened, and the 
commissures were incised along the line of con- 
genital fusion. In the 2 patients in whom _post- 
operative catheterization studies have been carried 
out, complete cure has been demonstrated. In each 
of 3 patients with ventricular defects, closure was 
accomplished by simple suture. 

Excellent improvement persists in 34 of the 35 
patients. The authors feel that the results of their 
experience with open-heart surgery clearly demon- 
strate that certain defects, which cannot be treated 
adequately by the techniques of closed-heart sur- 
gery, now may be relieved, or even “cured,” with 
an open technique made possible by the use of the 
pump oxygenator. They anticipate that the results 
of more recent work with the open-heart pro- 
cedure will be better than in these early cases. 


The Dumping Syndrome: II. Further Investigations 
of Etiology in Patients and Experimental Animals. 
H. W. Scott Jr.. M. G. Weidner Jr., H. J. Shull and 
A. G. Bond. Gastroenterology 37:194-199 (Aug.) 
1959 [Baltimore]. 


A previous study of the dumping syndrome in 31 
patients who had undergone gastrectomy revealed 
an excellent correlation between the clinical oc- 
currence of the syndrome and the symptoms and 
blood volume alterations induced by a standard 
test meal of 150 cc. of 50% glucose. In the present 
investigation 5 patients who had no clinical dump- 
ing symptoms after a gastrectomy and who had 
failed to respond to the initial test meal were re- 
tested, 300 cc. of 50% glucose being used; each 
developed severe dumping symptoms and a sharp 
drop in blood volume. Ten normal persons were 
tested by injection of 200 to 300 cc. of 50% dextrose 
directly into the jejunum through a plastic in- 
testinal tube; each developed typical dumping 
manifestations with concomitant acute decreases in 
blood volume. None of 5 normal controls who took 
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150 ce. of 50% glucose orally showed any change. 
In a second group of 5 normal subjects, one person 
who drank 300 cc. of 50% glucose had minor symp- 
toms and a significant blood volume reduction. 
The changes in blood volume in dogs in response 
to the intrajejunal administration of 50% dextrose 
in varying amounts followed the same pattern as 
found in the 10 clinical subjects. 

These data emphasize the validity of the “hyper- 
osmolar-hypovolemia” concept of the mechanism 
of the dumping syndrome and demonstrate that an 
adequate hyperosmolar concentration in the upper 
jejunum will produce all the phenomena of dump- 
ing in both normal and gastrectomized persons. 
The observations revealed that small amounts of 
hyperosmolar material are well tolerated, whereas 
large amounts produce the florid syndrome. In ad- 
dition to the quantity of hyperosmolar material 
ingested orally, the extent of gastric resection and 
the type of gastrointestinal anastomosis appear to 
exert an influence on the incidence of dumping as 
a clinical problem. 


Implantation of Radioactive Yttrium (Y*°) in the 
Sella Turcica for the Treatment of Carcinoma of 
the Breast and of the Prostate in the Advanced 
Stage: Considerations in 21 Cases. P. Goffrini, F. 
Fesani and A. Peracchia. Arch. ital. chir. 85:269-302 
(no. 4) 1959 (In Italian) [Bologna, Italy]. 


Twenty-one patients with carcinoma in an ad- 
vanced stage, including 15 women with carcinoma 
of the breast, with relapses or metastasis present in 
each case, and 6 men with carcinoma of the pros- 
tate, were treated by radiobiological destruction 
of the hypophysis by implantation of radioyttrium 
(Y°’) in the sella turcica. None of the patients had 
responded to previous roentgenotherapy or hor- 
mone therapy. Two days before the operation the 
patients were given antibiotics and balsamic prepa- 
rations, parenterally or by inhalation, and 50 mg. 
of cortisone one hour before the operation; corti- 
sone was continued postoperatively according to 
the clinical condition of each patient. Two tampons 
soaked in antibiotics were introduced into the nasal 
cavities a few hours before the operation; im- 
mediately before the operation they were replaced 
by 2 tampons soaked in a 1% epinephrine solution. 
All the patients were operated on under general 
anesthesia with endotracheal intubation and a 
pharyngeal tampon in order to prevent the descent 
of blood into the air passages and the digestive 
tract. Y°’, in the form of small bars, 4 mm. long 
and 1.3 mm. in diameter, was placed in the hypo- 
physis by means of Greening and Stevenson’s in- 
strument, consisting of a needle-cannula, with a 
perforating needle, which was introduced through 
the nasal cavity and the sphenoid sinus, 2 to 3 mm. 
inside the anteroinferior surface of the sella turcica. 
The needle was then retracted, and the radioactive 
material was introduced into the cannula and 
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pushed into the hypophysial tissue with a mandril. 
The Y°° used emanated beta radiations only with 
a maximum energy of 2.2 mev, the low power of 
penetration producing a well-localized necrosis. 
Each patient received 2 bars of Y°°, each of which 
had a minimal radioactivity of 4 mc.; in case of a 
lower charge, 3 bars were used. Histological ob- 
servations made on 2 patients, who died on the 4th 
and the 60th day, respectively, after operation, 
showed that around each bar of radioactive ma- 
terial a zone of necrosis had formed, extending 
through the whole anterior lobe of the gland. 

With the exception of one patient who died of 
a cerebrospinal fluid fistula 7 months after the op- 
eration, the operation caused no severe complica- 
tions. Alterations of the eye movements, the most 
frequent complication observed, were not severe 
and were reversible. A subjective improvement was 
observed in 15 of the 21 patients, regression of the 
tumor in 8, and arrest of the tumor in 3. The sub- 
jective improvement, consisting of disappearance 
of pain and gradual improvement of the general 
condition of the patient, was not immediate. The 
authors believe that treatment with implantation 
of Y°’ can be recommended because of the low 
incidence of trauma so far experienced with it and 
because it may offer a period of complete improve- 
ment in patients who no longer respond to any 
other treatment. 


Reconstruction of the Bile Ducts: Hepaticointes- 
tinal Anastomosis with Transhepatic Insertion of a 
T-Tube. R. Munoz. Rev. invest. clin. 11:217-223 
(April-June) 1959 (In Spanish) [Mexico, D. F.]. 


In certain cases of cicatricial stenosis of the bile 
ducts, the distal segment of the common bile duct 
becomes atrophic and fibrotic. Reconstruction of 
permeability of the ducts by means of an end-to- 
end anastomosis is not possible. An anastomosis of 
the hepatic duct to the intestine makes it neces- 
sary to place a Y-tube within the anastomosis. This 
type of anastomosis often calls for a second opera- 
tion, either to remove the tube obstructed with 
biliary sediment or to prevent stenosis from pre- 
mature escape of the tube into the intestine. 

A new technique has been used in the Hospital 
de Enfermedades de la Nutrici6n in Mexico City. 
The technique is described by illustrations. By this 
technique the hepatic duct is anastomosed to the 
intestine. A Cattell T-catheter maintains the perme- 
ability of the anastomosis, with the horizontal 


branch occupying the left hepatic duct and efferent . 


loop of the intestine, and the vertical branch oc- 
cupying the right hepatic duct and the liver. This 
technique was used in 4 patients. The period be- 
tween the occurrence of the lesion in the bile ducts 
and the reconstruction varied between 4 months 
and 3 years. The catheter remained in place and 
permeable up to the period in which healing of the 
anastomosis was completed. It was managed in the 
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usual form during the early and late postoperative 
periods, and was removed by traction at the end of 
1 to 1% years. The wound at the abdominal wall 
healed in 2 days. No complications occurred during 
the operation or at any time. A follow-up for 2 to 
5 years has been proof of permanent satisfactory 
results. 


Pure Ventricular Septal Defect and Ventricular 
Septal Defect with Pulmonic Stenosis: Hemody- 
namic and Clinical Changes Following Open Heart 
Surgery. V. Maranhao, G. T. Raber and H. Gold- 
berg. Am. J. Cardiol. 4:155-162 (Aug.) 1959 [New 
York]. 


Preoperative and postoperative right heart cath- 
eterization and clinical evaluation were performed 
in 12 patients who underwent open-heart surgery. 
Seven had pure ventricular septal defects, while 5 
had ventricular septal defect and pulmonic steno- 
sis. In all the patients the pressures in the pul- 
monary artery and the right ventricle fell postop- 
eratively, as did the pulmonic blood flow, the work 
of the right ventricle, and the total pulmonary 
vascular resistance, while the left ventricular work 
was increased. Physiologically and clinically, all 
the patients were improved in this selected series. 
In both groups a complete right bundle-branch 
block was observed after operation in the electro- 
cardiogram and the vectorcardiogram. 

The authors feel that the data they obtained 
indicate that a patient with a pure ventricular 
septal defect or ventricular septal defect with pul- 
monic stenosis, when well selected and well pre- 
pared for operation, can tolerate closure of the 
ventricular septal defect. The right bundle-branch 
block, which takes place postoperatively, perhaps 
is of no physiological importance. Open-heart sur- 
gery will be the procedure of choice for the ma- 
jority of patients with these lesions. 


Adrenalectomy in the Treatment of Metastases of 
Breast Cancer. J. A. Viaggio. Prensa méd. argent. 
46:531-534 (Feb. 27) 1959 (In Spanish) [Buenos 
Aires]. 


Six patients with advanced forms of cancer of 
the breast, with metastases in the viscera and in 
either the bones or the lymph nodes or both, were 
operated on in the surgical department of the 
Hospital Pirovano of Buenos Aires between 1956 
and 1959. The patients were between the ages of 
38 and 66 years. Secretion of estrogenic substances 
was still active. All the patients had undergone a 
mastectomy during a period which varied from 7 
months to 6 years before the appearance of the 
metastases. The second operation consisted of a 
bilateral oophorectomy followed by a_ bilateral 
adrenalectomy in 2 stages. The right adrenal was 
the first to be removed. Blood transfusion was 
given during the operation. Left adrenalectomy 
was followed by an intravenous infusion of levar- 
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terenol (Levophed) bitartrate in a 5% dextrose so- 
lution. The infusion was given at a rate of 20 drops 
a minute. After the operation cortisone and desoxy- 
corticosterone acetate (DOCA) were given accord- 
ing to the following schedule: Ist day, 50 mg. of 
cortisone and 1 mg. of DOCA at 6-hour intervals; 
2nd, 3rd, and 4th days, half the dose of each drug 
at the same time intervals. The maintenance treat- 
ment consisted of the daily administration of 50 mg. 
of cortisone in 2 doses of 25 mg. each. 

A 3-year follow-up study showed that one patient 
died 10 days after the operation from acute tubular 
necrosis. In the remaining 5 patients the subjective 
and objective symptoms improved greatly. The 
secretion of estrogenic substances as well as pain 
had disappeared. Roentgenologic examination of 
the bone metastases showed calcification of the 
lesions. The lymph node metastases had regressed. 
The patients, previously bedridden, became able 
to walk. The appetite improved,,and the patients 
gained some weight. In 2 of the patients the symp- 
toms of cancer started to progress a few months 
after the operation, following periods of relief. At 
the end of the 3-year study, 3 patients were alive. 
with the objective and subjective symptoms under 
control. The author concludes that a_bilatera! 
oophorectomy, followed by either a unilateral or a 
bilateral adrenalectomy, is of great value as a 
palliative treatment of cancer of the breast. The 
satisfactory results will last so long as the sources 
of estrogen production, similar to those surgically 
removed, do not reappear. 


Presence of Fungi in Gastric and Duodenal Ulcers. 
B. Holmstrém, S. Wallensten and A. Frisk. Acta 
chir. scandinav. 117:215-220 (no. 3) 1959 (In Eng- 
lish) [Stockholm]. 


Specimens from the stomach and the duodenum 
of 30 patients undergoing gastric resection for ulcer 
or tumor were investigated for the presence of 
fungi. The patients were divided into 2 groups: 
Group 1 comprised 22 patients (10 with gastric and 
12 with duodenal ulcer); group 2 comprised 8 pa- 
tients (3 with no histological indication of ulcer, 


2 with reepithelized ulcer, 2 with gastric car- . 


cinoma, and | with gastric neurofibroma). Samples 
were taken within a mean period of 3 or 4 hours 
after the operation, and secretion was taken from 
the ulcer crater or from the tumor, and also from 
the mucosa at approximately 5 cm. from the ulcer. 
Between 5 and 10 sections of each specimen were 
examined. 

In group | the culture of samples was positive in 
6 cases of gastric ulcer and in 6 of duodenal ulcer. 
The fungi types were identified as Candida albicans 
in 5 cases, Torulopsis glabrata in 4, C. tropicalis in 
one, Saccharomyces willianus in one, and both C. 
albicans and T. glabrata in one. The last 15 speci- 
mens in group 1 were examined concomitantly with 
culture of samples from the mucosa. This culture 
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was positive in 5 instances. The growth was classi- 
fied as plentiful in one specimen, as sparse in 3, 
and it showed one colony only in one case. The 
culture from the ulcer showed growth in all in- 
stances, except in the case with only one colony of 
fungi. Of the 22 patients with an “open ulcer,” 12 
who had been treated with internal medication 
were considered as having poor healing. Growth of 
fungi was demonstrated in ulcer samples from 7 of 


them. In relation to the 10 patients in whom the 


healing was not poor, the culture showed fungi in 
5. Bacterial growth occurred in 10 patients (7 with 
gastric and 3 with duodenal ulcer), mostly of alpha 
and gamma streptococci. 

In group 2 the fungous culture was negative in 
all the specimens, and there was growth of alpha 
streptococci in one. In the series as a whole, no 
specific histological features were observed in as- 
sociation with the presence of fungi. The infiltra- 
tion of inflammatory cells varied from sparse to 
plentiful and was no more massive in the ulcers 
with positive culture than in the others. The fungi 
recovered in this study were saprophytes, although 
the majority were potential pathogens. It is possible 
that the fungi interfere with healing of the ulcer. 


Serum Transaminase Activity as an Index of Liver 
Cell Destruction. G. Arturson and B. Persson. Acta 
chir. scandinav. 117:221-229 (no. 3) 1959 (In Eng- 
lish) [Stockholm]. 


Determinations of serum glutamic oxalacetic 
transaminase (SGO-T) were performed on a single 
serum sample from each of 57 hospitalized patients 
suffering from various types of biliary tract disease. 
The diagnoses were verified mostly at operation or 
by autopsy. Tests of the liver function were also 
performed in combination with the SGO-T de- 
termination. Liver biopsy was performed on 15 
patients. As the cephalin flocculation test, the 
thymol reaction, and the Takata reaction are posi- 
tive only in cases of liver cirrhosis, it was consid- 
ered valuable to compare the different levels of 
serum alkaline phosphatase and SGO-T in relation 
to the different types of disease involved in this 
study. 

In patients with an uncomplicated gallstone con- 
dition, the values were normal for both enzymes, 
whereas in those with choledocholithiasis there was 
often an increase in the SGO-T level. This differ- 
ence probably indicates that liver-cell destruction 
is more frequent and more pronounced when the 
gallstone disease is complicated by an infection of 
the bile ducts or by pancreatitis than in simple 
noninfectious bile duct disease. In patients with 
metastases in the liver, the serum alkaline phos- 
phatase values were high, but the SGO-T activity 
was only slightly increased. The reverse was ob- 
served in patients with liver cirrhosis. In biliary 
obstruction the SGO-T levels were high, and the 
alkaline phosphatase levels only slightly increased 
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when the obstruction was caused by gallstones; 
this relation was reversed when the obstruction was 
caused by cholangitis or by tumors of the bile 
ducts or of the pancreas. Even long after the elimi- 
nation of the obstruction, there remained signs of 
liver-cell destruction. In all instances in which liver 
biopsy permitted comparison with histological 
aspects, increased SGO-T levels were found only 
in association with cell degeneration or actual 
necrosis. 

The findings indicate that biliary obstruction 
caused by gallstones in the common bile duct leads 
to a more pronounced liver-cell damage than ob- 
struction due to tumors. It seems justified to as- 
sume that an increased level of SGO-T suggests 
desintegration of the liver cells, although a normal 
level does not indicate a normal liver function. 
Even a single SGO-T determination, combined 
with liver function tests, can be a valuable index 
of acute liver-cell destruction. It seems especially 
useful for the differentiation of various types of 
biliary obstruction. 


Hernias and Eventrations: Boiled Skin Graft. A. 
Dimopulos and J. O. Valenziano. Prensa méd. 
argent. 46:528-530 (Feb. 27) 1959 (In Spanish) 
[Buenos Aires]. 


Deep-skin transplantation involves occasional 
dangers of suppuration, rejection of the graft, pilo- 
cystic formations, and other complications. With 
the purpose of avoiding such complications, the 
authors and their associates used a boiled skin graft 
for the first time when, during a hernia operation, 
the skin flap was accidentally contaminated. The 
postoperative period was uneventful, and the trans- 
plantation had a satisfactory course. After this ex- 
perimental use of boiled skin graft, 120 patients 
with hernias or eventrations were operated on ac- 
cording to the new technique. The most noticeable 
result has been the prevention of suppuration; in 
all 120 cases the graft has been firmly retained. 
As a rule, there is a light aseptic secretion from the 
drainage tubes which are systematically inserted. 

Suppuration of subcutaneous tissue occurred in 
only one of the 120 patients, and even in this case 
the graft, firmly adherent under the surgical wound, 
was not eliminated. The suppuration was drained 
easily, and the wound healed by secondary inten- 
tion. No pilocystic formation was observed. 

While being boiled, the skin undergoes several 
changes. Macroscopically, the epidermis becomes 
easily detachable and 3 times as thick. It loses in 
length and becomes less resistant than when used 
“raw.” After boiling 4 minutes, the dermis turns 
into a hyaline mass; and after 6 minutes, it is com- 
pletely homogenized. The authors recommend the 
following steps: (1) shaving, washing, and scrub- 
bing the area of operation, preferably in an isotonic 
sodium chloride solution; (2) painting the area with 
a 2% iodine tincture; (3) boiling the skin graft, ex- 
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tracted during the operation, 6 minutes in water 
which has been boiling 30 minutes; (4) rubbing the 
skin with gauze in order to remove all the epi- 
dermis; and (5) placing the graft, without any dis- 
tention, on the area to be repaired, separate stitches 
being used at approximately 10-mm. distance. It is 
advisable to discard any portion of skin which 
presents several cicatrices. When there is only one 
scar, the skin can be used, provided that the scar 
remains in the middle of the graft. The author 
recommends that the technique of plastic surgery 
with boiled skin graft be extended to repairs of 
the face and breast. 


Use of Teflon Mesh in the Repairs of Musculofascial 
Defects. L. G. Ludington and E. R. Woodward. 
Surgery 46:364-373 (Aug.) 1959 [St. Louis]. 


Teflon (polytetrafluorethylene) is one of the most 
inert plastics yet discovered. Its most unique char- 
acteristic is its rionwettability. It cannot be wet 
with water, and practically nothing will adhere to 
it. Its tenacity is 1.6 to 2.0 Gm. per denier; elonga- 
tion at break is 15 to 33%; it is not affected by 
moisture, heat up to 400 to 500 F, or age; and it is 
inert to acids, alkalies, organic solvents, bacteria, 
and fungi. Implantation in body tissues up to one 
year reveals no loss of strength, while nylon loses 
about 80% of its strength due to hydrolysis and 
chemical deterioration. Teflon fabrics can be easily 
prepared for surgical use by washing in detergents 
to remove plasticizers and can be autoclaved as 
many times as necessary. 

The authors used close, medium, and _ loosely 
woven Teflon fabrics to repair surgically created 
fascial defects in dogs. These experiments con- 
firmed the highly inert nature of Teflon to animal 
tissues. Loose-weave Teflon fabrics proved superior, 
because they are quickly and completely incor- 
porated with fibrous tissues, while the tightly 
woven fabrics tend to prevent this healing process. 
A new loose-weave fabric, especially woven to pre- 
vent fraying, was used. In case of infection, this 
loosely woven fabric with large interstices has a 
chance of maintaining itself without being ex- 


-truded or forming a draining sinus, as long as 


cotton or silk sutures are not present. Rapid con- 
nective tissue growth about each Teflon thread 
isolates the graft from the infection, allowing the 
wound to heal. 

From April 19, 1957, to Dec. 12, 1957, the au- 
thors used Teflon prostheses in 26 patients with 
difficult hernias, on the surgical service of the 
Wadsworth General Hospital at the Veterans Ad- 
ministration Center in Los Angeles. Of these pa- 
tients, 13 had postoperative abdominal hernias, 4 
of which had been repaired 2 or more times pre- 
viously. There were 13 inguinal hernias, all of 
which were recurrent except in the case of one 
obese patient with bilateral direct and indirect 
hernias. There was also one large spigelian hernia 
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and a recurrent femoral hernia. The patients have 
now been followed for from 6 to 12 months without 
recurrence of their hernias. 

The authors feel that Teflon is a promising fascial 
substitute, superior to other plastic materials used 
heretofore, and it has many advantages over tan- 
talum mesh. These advantages are its ease of han- 
dling, its availability and low cost as compared 
with tantalum, its proved strength in body tissues 
over long periods without chemical deterioration 
or fragmentation, and its inertness to body tissues 
which equals that of tantalum. In case of reopera- 
tion for other intra-abdominal conditions, Teflon 
need not be removed, as would be the case with 
tantalum, and it is nonopaque to x-rays. 


Surgical Treatment of Ulcerative Colitis: A Com- 
parison of Single-Stage Coloproctectomy with Other 
Procedures. C. W. McLenathen and J. A. Wein- 
berg. Am. J. Surg. 98:165-174 (Aug.) 1959 [New 
York]. 


In order to assess the merits of several surgical 
methods of treatment of ulcerative colitis, the 
authors reviewed the results obtained in 42 patients 
with this disease, who were operated on at the 
Veterans Administration Hospital in Long Beach, 
Calif., between 1952 and 1959. The 42 patients 
were divided into 3 groups. The first group con- 
sisted of 26 patients who underwent initial proce- 
dures less radical than total coloproctectomy, such 
as simple ileostomy, ileoproctostomy, ileostomy and 
partial colectomy with establishment of a sigmoid 
fistula, colectomy and ileoproctostomy, and hemi- 
colectomy with or without colostomy. Eighteen of 
these 26 patients had additional surgical procedures 
because of unsatisfactory results with the primary 
operations. Of the 8 patients who did not have 
secondary operations, 3 died of the disease. The 
5 surviving patients in this group had severe post- 
operative disturbances, such as severe diarrhea, 
malnutrition, bleeding, and anal fistula formation. 
The second group consisted of 4 patients who 
underwent planned two-stage total coloproctectomy 
with ileostomy. The eventual results were satis- 
factory in all the patients, although disability was 
prolonged for several months in each of them be- 
cause of the division of the operations into stages. 

The third group consisted of 12 patients who 
underwent one-stage total coloproctectomy and 
ileostomy. There was one surgical death which 
occurred 3 days after an emergency operation for 
massive bleeding. The immediate cause of death 
was coronary vessel disease. With the exception 
of this patient, the results were uniformly satis- 
factory. There was early restoration of health and 
return to the former status of activity. The only 
significant postsurgical complications were several 
ileostomy disturbances which occurred in the first 
7 patients who were operated on by means of a 
protruding type of ileostomy. This resulted in 
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complications of prolapse in 2, stricture in 3, and 
fistulas in 2, which made surgical revision of the 
ileostomies necessary. In the past several years the 
flush type of ileostomy was used; there have been 
few complications, and most have required no more 
than minor procedures for their correction. 

Total coloproctectomy is favored when ulcer- 
ative colitis becomes intolerable and is no longer 
responsive to medical management. Medical man- 
agement should be continued as long as the patient 
is able to adjust himself to the disease. The one- 
stage procedure is favored over planned multiple 
stages for total resection with ileostomy, because 
it brings immediate relief to the patient without 
a prolonged convalescence in which complications 
may arise and in which the patient suffers eco- 
nomic loss. Surgical mortality does not appear to 
be a factor against the one-stage procedure. The 
immediate postoperative convalescence is more sat- 
isfactory than with multiple-stage procedures, prob- 
ably because of the immediate and total removal 
of the source of toxic absorption. While multiple 
stages may give the patient an opportunity to adjust 
to the acceptance of permanent ileostomy during 
the weeks or months between stages, this is not to 
be considered an important enough consideration 
to weigh against the use of the one-stage procedure. 


Postamputation Radiographic Evidence for Small 
Artery Obstruction in Arteriosclerosis. E. A. Ed- 
wards. Ann. Surg. 150:177-187 (Aug.) 1959 [Phila- 
delphia]. 


In an attempt to determine the pattern of occlu- 
sion in the smaller vessels of the foot and toes of 
diabetic and nondiabetic patients with arteriosclero- 
sis, the authors employed postamputation angio- 
graphy in 13 arteriosclerotic lower extremities of 6 
women and 7 men, between the ages of 57 and 89 
years, with arteriosclerosis serious enough to lead 
to amputation. Four of the 13 patients had diabetes 
mellitus, while diabetes was ruled out in the other 
9 patients by repeated blood and urine examina- 
tions. Four lower and 2 upper extremities of young 
patients were also studied with the same _tech- 
nique. These extremities were amputated for proxi- 
mal nonvascular disease. Their vessels were pre- 
sumably normal, and the angiograms offered 
confirmation of the pattern of arteriosclerotic oc- 
clusions. The smaller named and unnamed arteries 
of the foot were the sites of extensive occlusion in 
arteriosclerotic extremities which had been ampu- 
tated. The arteries involved included the branches 
to both the medial and lateral parts of the heel, as 
well as the metatarsal arteries and those to the 
free borders of the Ist and 5th toes. The other 
digital arteries were less frequently diseased. There 
was no difference in the pattern of occlusion be- 
tween the feet of patients with diabetes mellitus 
and those without diabetes. Occlusions were sim- 
ilarly as widespread in most of the patients without 
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diabetes mellitus as in those with diabetes. In 2 of 
the 13 extremities the postamputation injection re- 
vealed arteriovenous shunting taking place at sev- 
eral sites in the tarsal area. It is not known whether 
this phenomenon existed in vivo. 


Hypnosis as an Adjunct to Surgical Therapy. R. C. 
Doberneck, W. O. Griffen Jr., A. A. Papermaster 
and others. Surgery 46:299-304 (Aug.) 1959 [St. 
Louis]. 


The authors cal] attention to an earlier report on 
the successful use in their clinic (department of 
surgery, University of Minnesota, Minneapolis) of 
hypnosis in the treatment of the dumping syndrome 
after gastric resection for peptic ulcer (J. A. M. A. 
-165:1957 [Dec. 14] 1957). They continued the use 
of hypnosis in this entity, and also employed it in 
other conditions. To date they have used hypnosis 
in 105 patients, 99 of whom have been followed for 
at least 2 months. Thirty-two patients with severe 
symptoms of dumping after gastric resection have 
been treated with hypnosis, which is given initially 
once each week for approximately a month. No 
dietary restrictions are imposed during therapy, 
and, in fact, patients are encouraged to ingest pre- 
viously offending foods. These patients have been 
followed up for an average of 14 months. Thirty 
of the 32 patients experienced symptomatic im- 
provement, and 26 gained weight. 

Thirty-one patients, undergoing cholecystectomy, 
colectomy, and gastrectomy for benign disease, 
were given hypnotherapy prior to their procedures. 
A control group of 31 patients was observed. The 
postoperative period was less difficult; there were 
less complaints; and the need for narcotics was less 
in the treated than in the control group. 

The group treated with hypnosis for pain relief 
included 17 patients. Results were especially grati- 
fying in the 4 patients with phantom limb syn- 
drome and in the 3 with metastatic cancer. Eleven 
patients, who were previously on various dietary 
measures without success, were placed on reducing 
diets reinforced with hypnotic suggestion. Six of 
these patients refused to continue with the therapy 
and were considered failures. The other 5 patients 
have lost weight, and, most encouragingly, none of 
these 5 have regained any of the weight they lost. 
Hypnoanesthesia was used in an attempt to over- 
come the discomfort associated with minor surgical 
procedures and particularly endoscopic procedures. 
Of 8 patients who were hypnotized prior to proc- 
toscopy, 7 experienced no discomfort. 

The authors feel that hypnosis is a useful adjunct 
to surgery. It alloys the fears of the apprenhensive 
patient and removes the immediate and remote 
consequences of the surgical procedure. Willing- 
ness, as well as ability, to cooperate is a sine qua 
non for the success of hypnotherapy in any sub- 
ject. Suggestions can be more easily imparted to 
patients in the hypnotic than in the waking state. 
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GYNECOLOGY & OBSTETRICS 


Eugenic Interruption of Pregnancy Because of 
Exposure to Ionizing Radiation. H.-J. Maurer. 
Deutsche med. Wcehnschr. 84:1336-1338 (July 24) 
1959 (In German) [Stuttgart, Germany]. 


The author discusses the problem of the prophy- 
lactic interruption of pregnancy for eugenic rea- 
sons after exposure to ionizing radiations. A 25- 
year-old woman had requested interruption of her 
pregnancy, because intravenous pyelography, with 
3 roentgenographic exposures, had been carried 
out at the beginning of the third month of gesta- 
tion, and had disclosed a ureteral calculus. The 
radiobiological and ethical reasons for refusing the 
request for interruption of pregnancy are discussed. 
The author points out that the dose involved in 
the roentgenologic examination was small, and 
that normal children have been born to mothers 
who were exposed to therapeutic dosage, that is, 
much higher doses of radiation than are used in 
diagnostic procedures. He deplores the “irradiation 
phobia” now prevalent, and suggests that it is 
illogical to stress the possible mutagenic effect of 
ionizing radiation only, while completely disre- 
garding the possible mutagenic effect of certain 
medicaments. He feels that in the future medica- 
ments should be examined with regard to their 
genetic as well as their pharmacological effects. 

The author does not wish to imply that, because 
of these added harmful effect of drugs and of cer- 
tain natural irradiations, it is justifiable to disregard 
the possible harmful effects of ionizing radiation 
involved in diagnostic procedures. On the contrary, 
caution is necessary in roentgenologic studies, par- 
ticularly in young persons and when the gonads 
are exposed. 


Vaginal Trichomoniasis: Role of Trichomonas Vag- 
inalis and of Candida Species in the Etiology of 
Leukorrhea. M. P. Barreto, H. Zago Filho, P. V. 
de Oliveira and others. Rev. Assoc. méd. brasil. 
5:138-148 (April-June) 1959 (In Portuguese) [Sau 
Paulo, Brazil]. 


In a series of 593 patients who were subjected 
to detailed gynecologic examination at the Mercy 
Hospital in Ribeiraéo Preto, Brazil, there were 486 
(82%) with leukorrhea. Among the 252 women in 
this group who were pregnant, 215 (85.3%) had 
leukorrhea. This percentage is very close to the 
percentage found in the nonpregnant group (83.5%), 
which shows the absence of any statistically sig- 
nificant difference between the 2 groups. Vaginitis 
was present in 193 patients (32%), with or without 
cervicitis or vulvitis. Cervicitis was found in 365 
subjects (61.6%), with or without other lesions. 
Leukorrhea was associated with vaginal or/and 
cervical lesions in 414 patients (85.2%). Tricho- 
monas vaginalis was present in 195 (approximately 
40%), and Candida organisms in 72 (14.8%) of the 
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486 women with leukorrhea, while 37 (7.6%) had 
both T. vaginalis and Candida organisms. These 
frequencies mean that either T. vaginalis or a 
Candida species, or both, were present in 58% of 
the patients with leukorrhea. The finding is in- 
conclusive as to the etiological role of these para- 
sites in the frequency of leukorrhea in either 
pregnant or nonpregnant women. 

Among the 232 patients with trichomoniasis, 
there were 159 cases (68.5%) of cervical lesions, 
with or without vaginal lesions. There were also 
206 patients (approximately 80%) with vaginal 
or/and cervical lesions in the group of 254 patients 
without trichomoniasis. This finding indicates a 
negative correlation between T. vaginalis and vag- 
inal or cervical lesions. Among the 72 patients 
with leukorrhea in whom only Candida species 
had been found, 6 had also vaginitis, 19 had cervi- 
citis, and 29 had both types of lesion. The data 
collected in this series show that T. vaginalis and 
a Candida species can be present and multiply in 
the vagina without causing visible lesions. The 
association of vaginitis and/or cervicitis with these 
vaginal parasites may be only coincidental. 


A Clinicopathologic Study of 172 Patients with 
Primary Carcinoma of the Ovary. J. C. Turner Jr., 
W. H. ReMine and M. B. Dockerty. Surg. Gynec. 
& Obst. 109:198-206 (Aug.) 1959 [Chicago]. 


The authors evaluate the results of surgical treat- 
ment in patients with primary carcinoma of the 
ovary, observed at the Mayo Clinic during the 
years from 1945 through 1949. The diagnosis of 
carcinoma was proved by multiple histological 
sections. The clinical data as well as the patho- 
logical material were reviewed in every patient. 
Cases of metastatic (secondary) carcinoma of the 
ovary were excluded, as were those of functioning 
ovarian tumors, such as granulosa-cell tumors, 
arrhenoblastomas, and dysgerminomas. Cases in 
which the primary operation was not performed 
at the clinic were likewise excluded. During the 
5-year period covered by this study, 172 cases met 
the aforementioned requirements, and these com- 
prise the basis of this study. The peak age incidence 
was in the 6th decade, and the commonest symp- 
toms were abdominal pain and swelling. 

The relative over-all 5-year survival rate was 
54.3%. When the papillary serous cystadenocar- 
cinomas were excluded from the analysis, the 
over-all 5-year survival rate was 49.4%. Prognosis 
depended chiefly on the histological type of tumor 
and on the histological degree of malignancy, both 
of which control to a large degree the clinical 
extent of the disease. Patients with ovarian tumors 
of low-grade malignancy have the most favorable 
prognosis (82.8% of 5-year survival rate for patients 
having grade 1 malignant lesions). Similarly, tu- 
mors confined to the adnexa react most favorably 
to treatment. The clinical extent of the disease at 
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the time of exploration seems to be the deter- 
mining factor in survival when the cystic com- 
ponent of the ovarian carcinoma is ruptured at the 
time of surgical removal. A tabulation of results 
obtained in patients treated by operation alone, 
compared with those who received additional radi- 
ation therapy, is in no way indicative of the value 
of irradiation, because the patients with the poorest 
prognosis were the ones receiving this additional 
therapy. Yet the authors believe that radiation 
therapy has a definite place in the treatment of 
patients with ovarian cancer of advanced grades, 
chiefly to prolong survival time and perhaps, oc- 
casionally, to cure residual disease. 


Childbirth After Pneumonectomy. H. F. R. Plass. 
Minnesota Med. 42:1099-1100 (Aug.) 1959 [St. Paul]. 


The author reports 2 cases of young women who 
became pregnant and had uneventful deliveries 
after the removal of one lung because of bronchi- 
ectasis. The first patient continued to have pro- 
ductive cough and hemorrhage after the removal 
of her right middle and lower lobes. These symp- 
toms led to the removal of the remaining portion 
of the right lung 4 years later. After this operation 
there was marked herniation of the left lung into 
the right chest cavity through the superior medias- 
tinum. The patient had precordial pain, dyspnea, 
and numbness in the left arm for about a year. Two 
years after the last lung operation she became preg- 
nant. She was then 29 years old, and her general 
condition seemed improved. There was no rise in 
the normal venous pressure and no change in the 
breathing capacity. During the pregnancy there 
was total relief from all the symptoms related to 
her shifted mediastinum. The delivery was normal, 
and the patient had no other major illnesses during 
the following 12 years, except for 3 attacks of pneu- 
monia in the left lower lobe. 

The second patient was first seen by the author 
when she was an unmarried 20-year-old, and had 
already had the lower left lobe and the lingula 
removed after a long history of bronchiectasis. As 
she continued to have fever bouts associated with 
increased amounts of sputum, removal of the re- 
maining portion of the left lung and thoracoplasty 
were performed. After a 2-month period of remis- 
sion, her symptoms recurred and were further 
complicated. Five years after she was first seen by 
the author, the diagnoses were absent left lung, 
bronchiectasis and emphysema of the right lung, 
mitral stenosis, chronic pansinusitis, hay fever, 
asthma, and migraine. The patient was married 
2 years later and became pregnant. At delivery her 
vital capacity had remained unchanged (2 liters), 
and her pulse had risen to 120 at rest. There were 
no other signs of pulmonary or cardiac distress. 
Delivery was easily accomplished by cesarean sec- 
tion under local anesthesia, at 36 weeks of preg- 
nancy. During the year after the delivery the 
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patient had an attack of sinusitis and otitis, which 
was cured with penicillin and sulfadiazine. She 
continued with desensitization therapy and had 
only minor asthma and hay fever. 


Incomplete Abortion: Contribution to Its Therapy. 
P. L. Froldi. Hospital 56:89-92 (July) 1959 (In 
Portuguese) [Rio de Janeiro]. 


The author reports on 140 cases of incomplete 
abortion, of which 128 were observed on the gyne- 
cologic service of the Mercy Hospital, and 12 at 
the Emergency Hospital in Rio de Janeiro. The 
series was divided into 3 groups: Group 1 consisted 
of 34 patients with profuse hemorrhage; group 2, 
of 11 patients with fever; and group 3, of 95 pa- 
tients without any complication. The patients in 
the first group were treated surgically by imme- 
diate uterine curettage. Those in groups 2 and 3 
were treated conservatively, i. e., they were given 
a treatment aiming at evacuation of the uterus by 
medication. This conservative treatment consisted 
in the preliminary administration of an aqueous 
solution of folliculin, followed one hour later by 
the administration of combined quinine and Cardia- 
zol in the form of tablets. Each patient received 
one tablet (containing 0.10 mg. of quinine) every 
half hour until a total dose of 6 tablets was reached. 
One hour after the administration of the last tablet, 
2 units of posterior pituitary preparation was in- 
jected. If necessary, the whole treatment was re- 
peated during 3 days. 

Of the 11 patients who had fever, 7 had complete 
uterine evacuation as a result of the quinine- 
Cardiazol therapy. The other 4 underwent uterine 
curettage after 3 days of unsuccessful medical 
treatment. Their general condition was much im- 
proved, and they had become apyretic during the 
conservative therapy. Of the 95 patients who had 
uncomplicated incomplete abortion, 83 (63%) elimi- 
nated their ovular remainders within 1 to 3 days 
of treatment. The other 12 (37%) eventually under- 
went uterine curettage. Taking the series as a 
whole, the conservative treatment was successful 
in 90 (86%) of the 106 patients to whom it was 
applied, with complete recovery within 5 days. In 
the 16 patients who eventually needed to undergo 
uterine curettage, the medical therapy was instru- 
mental in suppressing or avoiding infection and 
in improving the general condition. 


Use of Selected Useful Rauwolfia Alkaloids in the 
Dilatation of the Uterine Cervix in Labor. N. E. 
Vie and F. G. Mariona. Semana meéd. 66:60-66 
(July 9) 1959 (In Spanish) [Buenos Aires]. 


The effects of a mixture of Rauwolfia alkaloids 
on the speed and mechanism of the passive phase 
of uterine dilatation during labor were studied by 
the authors in 50 patients admitted to the obstetrics 
service of San Isidro Maternity Hospital in Buenos 
Aires. There were 23 primiparas, 10 secundiparas, 
and 17 multiparas. There was a great variation as 
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to age, type of presentation, and condition of the 
membranes. The preparation used was an injectable 
solution of selected Rauwolfia alkaloids, free from 
any possible secondary effects; it was packaged in 
ampuls containing 1 mg. of the drug dissolved 
in an aqueous vehicle. The solution was injected 
intramuscularly as soon as a cervical dilatation of 
2 cm. was reached. If necessary, a second injection 
was given. No other sedative, antispasmodic, or 
oxytocic medication was allowed. 

The average duration of labor was 12 hours for 
the primiparas and 8 hours for the secundiparas 
and multiparas, as compared with the accepted 
averages of 15 hours for primiparas and 10 to 12 
hours for multiparas. The delivery was spontaneous 
in 31 patients (62%). In 19 (38%) the use of the 
Credé method of placental removal was necessary. 
Four patients (8%) had a forceps delivery, due to 
insufficient dilatation or rotation, or because of 
fatigue of the patient. There was no fetal mortality. 
Comparing the amount of dilatation before and 
after the injection of the Rauwolfia alkaloid mix- 
ture, it was found that in the majority of the 
patients there was a minimum of dilatation corre- 
sponding to a larger percentage of the total time 
of labor in the preinjection period. In the post- 
injection period there was a noticeable acceleration 
of the dilatation process, manifested in a greater 
amount of dilatation accomplished during a lower 
percentage of the total duration of labor. 

No significant changes were observed in the 
dynamics of labor, although there was a tendency 
toward uniformization of the uterine contractions, 
which helped speed the labor mechanism. A high 
percentage of the patients remained in a state of 
calm expectation and thus contributed to an easier 
conduct on the part of the obstetrician. Normo- 
tensive patients experienced no blood pressure al- 
terations. In those with a systolic pressure above 
135 mm. Hg, there was a fall of up to 20 mm., 
while the diastolic pressure remained unchanged, 
except in one patient in whom it dropped in the 
same proportion as the systolic. 


PEDIATRICS 


The Absent Spleen Syndrome. D. W. Polhemus 
and W. B. Schafer. Pediatrics 24:254-257 (Aug.) 
1959 [Springfield, IIl.]. 


The authors report on a newborn female infant 
in whom the correct diagnosis of absent spleen 
syndrome was made before death. This infant who 
exhibited intermittent cyanosis from birth was ad- 
mitted to Childrens Hospital, Los Angeles, at the 
age of 2 days. Auscultation revealed a_ harsh, 
grade 3 systolic murmur, loudest over the lower 
part of the sternum. The inferior edge of the liver 
was palpable 1.5 cm. below the right costal margin 
and 2 cm. below the left costal margin and was 
initially thought to be the spleen. The concentra- 
tion of hemoglobin was 23.1 Gm. per 100 cc., and 
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the leukocyte count was 19,800 per cubic milli- 
meter, with 64% granulocytes, 21% lymphocytes, 
14% monocytes, and 1% eosinophils. A few Howell- 
Jolly bodies and occasional target cells were noted. 
There were 1 or 2 normoblasts per 100 leukocytes. 
Methyl violet stain revealed many Heinz bodies. 
Fluoroscopic studies demonstrated decreased pul- 
monary vasculature, a narrow base of the heart 
without cardiac enlargement, and dextroposition 
of the stomach which led to the diagnosis of absent 
spleen syndrome. The electrocardiogram was sug- 
gestive of left ventricular hypertrophy. Bone mar- 
row examination revealed normal findings, and also 
electrophoresis of the serum showed a normal 
pattern of proteins. 

Five weeks later the infant manifested dietary 
difficulties, irregular respiration, and a_ bulging 
anterior fontanel. Urinanalysis revealed 3 plus 
reaction for albumin and many microscopic leuko- 
cytes and bacteria. Cultures of the urine yielded 
Escherichia coli. The leukocyte count in the cere- 
brospinal fluid was 600 per cubic millimeter with 
68% granulocytes. Cultures of the cerebrospinal 
fluid and blood were negative. Roentgenograms of 
the chest showed cardiomegaly and pulmonary 
congestion. Although meningitis was apparently 
present, it was atypical. The infant’s condition rap- 
idly deteriorated despite therapy, and she died at 
the age of 6 weeks. Autopsy showed the congenital 
absence of the spleen with atrioventricular com- 
munis and partial transposition of the abdominal 
viscera. 

It is apparent that in all cases of undiagnosed 
cyanotic heart disease of infancy appropriate 
hematological studies should be carried out. Ab- 
normalities of the peripheral blood indicative of 
absence of the spleen are highly suggestive that 
the complete syndrome is present. When fluoro- 
scopic examination also demonstrates a transposed 
stomach, the diagnosis is certain. Improvement in 
surgical techniques will, it is hoped, permit cor- 
rection of these cardiac defects, thus increasing 
the diagnostic value of hematological studies of the 


kind described. 


An Observation of Congenital Galactosemia: Evo- 
lution of the Hepatic Lesions: Evidence of Enzy- 
matic Deficiency: A Familial Study. R. Joseph, M. 
Ribierre, J. Job and others. Semaine hdp. Paris 
35:2107-2115 (June-July) 1959 (In French) [Paris]. 


An observation of congenital galactosemia in a 
3-month-old boy with neonatal icterus and denu- 
trition is presented. His clinical signs and symptoms 
—jaundice, ascitic cirrhosis with voluminous hepa- 
tomegaly, light albuminuria, melituria, and incipi- 
ent bilateral cataract—proved to be characteristic 
of galactosemia. The diagnosis was confirmed by 
the finding of sugar in the urine and later by the 
discovery of the enzymatic deficiency which is the 
cause of the disease. Use of the technique of 
Kalckar permits sure diagnosis of galactosemia, 
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and through it the disease can be detected at an 
early stage. In the patient discussed, a milkless 
diet was introduced at the age of 3 months, and 
under this diet the hepatic symptoms and the 
cataract showed rapid regression. The child's 
psychomotor development, however, was slightly 
retarded. 

Histological study of this case was complete, 
and the regression of the hepatic lesions is de- 
scribed in detail. Four puncture biopsies of the 
liver were performed during the first 14 months 
after omission of milk from the diet. At the last 
biopsy the hepatic cells were perfectly normal, and 
there was a large oversupply of glycogen. There was 
no Kupffer cell hyperplasia and no fibrillary retic- 
ulosis. Quantitative determination of the galactose- 
1-phosphate-uridy] transferase in the patient’s red 
blood cells by means of Kalckar’s method showed 
a complete absence of this enzymatic activity. Re- 
sults of the Kalckar test in the child’s parents were 
normal; however, the provoked galactosemia test 
had abnormal results in his brother and slightly 
disturbed results in his sister. Another member of 
the family had died at the age of 12 days of an 
icterus gravis which was probably of galactosemic 
origin. 


DERMATOLOGY 


Griseofulvin, a New Oral Antibiotic for the Treat- 
ment of Fungus Infections of the Skin. A. Flint, 
R. R. Forsey and B. Usher. Canad. M. A. J. 81:173- 
175 (Aug. 1) 1959 [Toronto]. 


The authors used griseofulvin, a new oral anti- 
fungal agent in the treatment of 9 patients with 
ringworm infections involving the nails, the scalp, 
and the skin. Griseofulvin was given in doses of 
250 mg. 4 times a day for periods ranging from 2 
to 4 weeks in patients with scalp infections, and 
the same amount but for periods ranging from 
4 to 6 months in those with infection of the nails. 
This drug has proved to be highly effective in 
infections caused by Microsporum fungi, and it 
has been particularly valuable in treating stubborn 
cases of tinea unguium and infections with Tricho- 
phyton rubrum previously resistant to all types of 
treatment. While this drug is effective in all super- 
ficial cutaneous mycoses, the results obtained in 
patients with nail infections were particularly strik- 
ing. The only side-effects noted were mild gastro- 
intestinal discomfort and headache, which subsided 
despite continuation of therapy. The advent of 
this effective antifungal agent will contribute 
toward eradication of epidemics caused by ring- 
worm in man as well as in domestic animals; but 
because of its low toxicity, the indiscriminate use 
of griseofulvin could lead to resistant strains. It is 
advisable, therefore, to limit its use to cases of 
ringworm infection in which diagnosis has been 
correctly made and established by cultures. 
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Treatment of Acne Vulgaris with Polythionates 
Incorporated in a Vanishing Cream Vehicle. J. R. 
Delaney, R. J. Ferrara and I. Robarge. J. Michigan 
M. Soc. 58:1259-1261 and 1278 (Aug.) 1959 [St. 
Paul]. 


The authors evaluated the therapeutic efficiency 
of 2 proprietary preparations of polythionic acid 
salts, Dermasulf and Topisulph, in a vanishing 
cream vehicle. Seventy-two patients with mild 
acne to severe cystic acne were treated with one 
or the other test preparation. The ages of the pa- 
tients ranged from.11 to 35 years, and there were 
more female than male patients. About 40% of the 
patients had at some time been given other therapy 
for their condition. The duration of the disease 
had ranged from 2 months to 20 years. All the 
patients presented facial lesions to a greater or less 
extent. In some, the involvement extended to the 
presternal, scapular, shoulder, or back areas. 
Dermasulf or Topisulph was applied 2 or 3 times 
daily, depending on the oiliness of the skin of the 
individual patient. Treatment periods varied in 
length from 2 weeks to 15 months, contingent on 
the severity of the condition treated and the re- 
sponse to therapy. 

Dermasulf and Topisulph in their vanishing 
cream vehicles elicited quite comparable responses. 
Their effectiveness was equally apparent in those 
patients receiving an initial course of therapy and 
in those who had undergone other therapies previ- 
ously. Dermasulf yielded “good” or “excellent” 
results in 69% of the subjects using it and “fair” 
results in 24%. Topisulph produced “good” or 
“excellent” results in 67% of the patients and “fair” 
results in 27%. About 7% of the patients in either 
group responded poorly to the polythionate prepa- 
rations. In no instance were untoward reactions 
encountered, nor was rejection of the medication 
made for any reason by any of the participants in 
the study. Both preparations were found to be 
esthetically appealing. This study demonstrates 
that the polythionates are an effective topical ad- 
junct in the control of acne vulgaris. It is suggested 
that Dermasulf in a vanishing cream base provides 
the physician with an alternate dosage form to 
Dermasulf liquid, which should logically extend 
the clinical usefulness of this product. 


Premature Canities, Calvities and Migraine. E. B. H. 
De Haas. Neder]. tijdschr. geneesk. 103:1425-1427 
(July 11) 1959 (In Dutch) [Amsterdam]. 


The author had long been under the impression 
that patients subject to attacks of migraine fre- 
quently had a tendency to premature grayness 
(canities) or baldness (calvities), and that often 
these anomalies also occurred in their families. He 
was surprised that he was unable to find literature 
reports on this problem, and that no mention was 
made of it in family histories of migraine patients. 
He presents the case histories and family trees of 
2 patients who, in addition, had an obstruction of 
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the retinal artery. Patient A had been subject since 
youth to attacks of migraine which began with a 
flimmer scotoma. At the age of 23 a persisting 
scotoma suddenly developed in her left eye. This 
was caused by closure of a cilioretinal artery, and 
could not be counteracted by vasodilator agents. 
In addition to migraine the patient complained of 
“dead fingers,” of cramp-like pains in heels and 
toes, of intolerance for certain foods, and she be- 
came gray at the age of 30. Several members of 
her family had the same complaint. 

In patient B the central retinal artery of the left 
eye was obstructed. Although this patient had not 
been troubled with headaches, he often had “dead 
fingers” and paresthesias in the finger tips; he had 
begun to become bald at the age of 22, and the 
remaining hair became gray at 35. His brother 
had migraine with flimmer scotoma and also pre- 
mature calvities and canities. Female members of 
his family had premature canities (onset of gray- 
ness before the age of 30). Angiospastic and allergic 
disorders were also found in members of this fam- 
ily. It is suggested that anomalies of the pilous 
system may be the expression of a type of consti- 
tution which is also characterized by abnormal 
reactions and enhanced vulnerability of the dien- 
cephalon. 


UROLOGY 


Management of Early Prostatic Carcinoma. R. W. 
Barnes and D. S. Emery. California Med. 91:57-61 
(Aug.) 1959 [San Francisco]. 


The successful control of prostatic carcinoma 
depends to a large extent on early diagnosis and 
treatment. The screening test for early diagnosis 
is palpation of the prostate through the anterior 
rectal wall. The best method of confirming the 
diagnosis is by open perineal biopsy or by the 
newer approach of transrectal needle biopsy. Open 
perineal exposure and removal of the nodule, to- 
gether with other sections, from the gland is un- 
doubtedly an accurate method, but transrectal 
needle biopsy offers more promise of accuracy than 
does perineal needle biopsy, is simpler to perform, 
and can be carried out as an office procedure. The 
authors performed 20 transrectal needle biopsies 
without any complications, except elevation of 
temperature for 2 days in 2 patients. There have 
been a few complications, however, in patients in 
whom open transrectal biopsy was performed, and 
the procedure required hospitalization for from 
1 to 6 days. Cytological study of prostatic fluid has 
not proved to be of definite value in making a 
positive diagnosis of prostatic carcinoma. Serum 
acid phosphatase determination is of no value for 
diagnosis in the early stages of this disease. 

Ten-year survival with conservative therapy, as 
determined in a review of 38 patients who were 
observed for 10 years or longer, was 50%. This 
survival rate compares favorably with the best re- 
ported in the literature after radical prostatectomy. 
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However, there was clinical evidence of the pres- 
ence of carcinoma at the time of follow-up in 27 
of the 38 patients in this series, whereas those 
patients on whom radical prostatectomy was per- 
formed were clinically free of cancer at the time 
of the last follow-up. Radical prostatectomy is in- 
dicated in the following patients: (1) those who 
have a life expectancy of more than 10 years; 
(2) those who represent an excellent surgical risk; 
and (3) those in whom the neoplasm is confined 
within the capsule of the prostate. Endocrine ther- 
apy is indicated when those criteria are not met. 
The results from endocrine therapy, when begun 
immediately. after diagnosis, are significantly better 
than those from delayed treatment. Orchiectomy 
and the administration of estrogens promise a little 
longer survival than estrogens alone do. 


Increasing Frequency of Recurrence of Gonorrhea 
after Penicillin Treatment (Same Preparation, Same 
Dose). H. C. Gjessing. Tidsskr. norske laegefor. 
79:829-831 (July 1) 1959 (In Norwegian) [Oslo]. 


To determine the effectiveness of penicillin in 
the treatment of gonorrhea, it is important to dis- 
tinguish between recurrence and reinfection. Re- 
currence is, as a rule, demonstrable 1 or 2 weeks 
after ended treatment. Reinfection is not due to 
ineffective treatment. Suspicion of reinfection in- 
creases proportionately with the gonococcus-free 
period between ended treatment and the new 
outbreak of the disease. The cause of unsuccessful 
treatment must be looked for in one or more of 
these categories: the patient, the medicament, the 
gonococcus. The author’s impression is that alcohol, 
even in small amounts, up to a week after treat- 
ment, favors recurrence, and use of any form of 
alcohol during the first week after treatment is 
forbidden. A patient repeatedly. treated with peni- 
cillin should not have a poorer chance for cure 
than one treated for the first time. At present there 
is no indication that the increasing tendency to 
recurrence is attributable to factors in the human 
organism, and it is not believed to be attributable 
to change of preparation. The third factor is the 
gonococcus. 

The general conception today is that the increas- 
ing incidence of recurrence of gonorrhea is due 
to the development of gonococcic strains relatively 
resistant to penicillin. However, there are cases in 
which the bacteriological examination has shown 
a relative increase in resistance but a compara- 
tively small penicillin dosage has effected cure. 
Since January, 1958, an injection of 600,000 units 
of procaine penicillin has been the standard treat- 
ment for men; since September, 1958, determina- 
tion of penicillin resistance has been made before 
treatment. Preliminary reports show that up to 
May, 1959, 255 patients were treated, with 5 re- 
currences and 4 reinfections. There is no indication 
now for abandoning penicillin, as the main agent 
in the treatment of gonorrhea, in favor of strepto- 
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mycin, as use of the latter has also been followed 
by rapidly increasing frequency of recurrence. 
Application of preparations containing both peni- 
cillin and streptomycin is not advised, since in 
case of recurrence it is not known to which sub- 
stance the gonococci are resistant. 


Transurethral Resection in Hyperplasia of the Pros- 
tate. W. Mathisen. Tidsskr. norske laegefor. 79:819- 
824 (July 1) 1959 (In Norwegian) [Oslo]. 


Transurethral resection has an important place 
in the treatment of prostatic hyperplasia, also of 
other prostatic and bladder diseases. When ade- 

uately performed, the method offers many ad- 
vantages. It can be applied without great risk in 
patients whose general condition is rather poor 
and who are advanced in age. The late results are 
as good after transurethral resection as after any 
of the open methods. The procedure is technically 
difficult and requires practice and experience. The 
results will therefore depend not so much on the 
size of the prostate as on the manner in which 
the resection is performed. 


OTOLARYNGOLOGY 


Tonsillectomy and Allergy. M. F. Lerner and H. 
Markow. New York J. Med. 59:2888-2891 (Aug. 1) 
1959 [New York]. 


The authors analyzed the histories of 70 allergic 
patients who had been attending the allergy clinic 
of the Beth-E] Hospital in Brooklyn, N. Y., for the 
treatment of various types of allergies for the past 
5 years. All the patients had had _tonsillectomies 
performed at some time prior to admission to the 
clinic. Fifty of these patients manifested some type 
of allergy prior to surgery, and 20 were clinically 
nonallergic prior to tonsillectomy. Only 2 of the 
50 allergic patients showed improvement after 
surgery, and those 2 were under continuous treat- 
ment for allergy prior to and after tonsillectomy. 
Seven patients showed improvement for some time 
after surgery, but symptoms recurred within 2 to 
4 years postoperatively. In 16 of the remaining 41 
patients no change could be observed; 8 of the 
patients were worse; and in 17 additional forms of 
allergy developed. Of the 70 patients in this series, 
asthma developed in 16 after tonsillectomy, and 
13 patients who had asthma prior to surgery were 
unchanged postoperatively. 

Asthma and nasal allergy per se are no indica- 
tions for tonsillectomy. It may, on the contrary, 
induce new allergic manifestations in patients who 
are already allergic. The continued presence of 
neutrophils in the respiratory secretions is indica- 
tive of an infective process alone or superimposed 
on an allergic reaction of the tissues. The greater 
the eosinophilia in these secretions, the greater the 
possibility that one is dealing with an allergic 
reaction, and surgery should not be done, or should 
be postponed, until the allergy is under control. 
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Primary Diphtheritic Otitis Media: Review of the 
Literature and Report of a Case. J. J. Downes. 
A. M. A. Arch. Otolarygn. 70:27-31 (July) 1959 
[Chicago]. 


Reviewing the literature on primary diphtheritic 
otitis media since 1925, when the last comprehen- 
sive study was published, the author found that 
22 cases had been reported in the American and 
English literatures; 17 of these were described in 
detail. A case of otitis media was classified as 
primary diphtheritic on the basis of the following 
criteria: 1. The middle ear was the site of the 
major pathology. 2. A positive culture for Coryne- 
bacterium diphtheriae was obtained from the aural 
discharge. 3. Nasopharyngeal cultures, when ob- 
tained, were negative at the time of the first 
positive ear culture. In some instances nasopharyn- 
geal cultures later were positive. 

The age range of the patients whose case _his- 
tories are reviewed was from 9 months to 38 
years, but 75% were under 6 years. The only clin- 
ical evidence which may suggest aural diphtheria 
is the membrane formation on the tympanum or 
in the external canal. However, this membrane 
was found in only 23% of the cases. An aural dis- 
charge, which gave a positive culture for C. diph- 
theriae, was found in every case. Differentiation 
from diphtheroids was made on the basis of stain- 
ing and morphologic characteristics and in some 
cases by guinea pig virulence tests. Pure cultures 
were obtained in all but 2 cases; the response to 
antitoxin in both of these instances proved C. 
diphtheriae to be the primary etiological organ- 
ism. Acute mastoiditis was diagnosed in 35% of 
the cases; one case of chronic mastoiditis was 
described. Three cases, none of which had _ naso- 
pharyngeal involvement, exhibited profound tox- 
icity. The most important factor in the management 
of all the cases was the use of diphtheria antitoxin. 
Myringotomy was performed in 8, and mastoid- 
ectomy in 2 of the cases described. Signs and 
symptoms usually subsided within 3 weeks, and 
all the patients recovered without major sequelae. 
When the aural carrier state developed, its eradi- 
cation was most readily accomplished (as with 
other carrier forms) by antibiotic therapy. 

The case recently observed by the author con- 
cerned a 2]-year-old American Indian woman, 34 
weeks pregnant. Examination of the left ear re- 
vealed copious gray-white purulent exudate in the 
external canal. The drum was bulging and inflamed. 
A sample of exudate was obtained from close to 
the tympanum and streaked on Loeffler’s medium. 
The patient was given benzathine penicillin G, 
1,200,000 units intramuscularly. Oral administra- 
tion of trisulfapyrimidines (triple sulfonamides) 
and an otic solution of sulfanilamide with urea 
and chlorobutanol were prescribed. The laboratory 
later reported that the culture had yielded a pure 
growth of C. diphtheriae. The patient could not 
be contacted until 6 days after the initial visit. At 
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this time she stated that the external discharge 
had ceased 2 days previously. Diphtheria antitoxin 
(20,000 units) and diphtheria-tetanus toxoid (0.5 cc.) 
were given intramuscularly in separate sites. Naso- 
pharyngeal cultures from members of the family 
and other contacts were all negative. Follow-up 
included cultures at 2-month intervals for 8 months. 
There has been no evidence to suggest a carrier 
state. In an addendum the author states that re- 
cently 3 additional cases of suppurative otitis media 
in infants yielding a pure culture of virulent C. 
diphtheriae have been diagnosed and successfully 
treated. 


THERAPEUTICS 


Hydrochlor in the Treatment of Chronic 
Heart Disease and in Other Hydrophilic Condi- 
tions. C. H. Keller. Deutsche med. Wehnschr. 
84:1232-1236 (July 3) 1959 (In German) [Stuttgart, 
Germany]. 


Hydrochlorothiazide is closely related to chloro- 
thiazide, differing from it only in that the hetero- 
cyclic portion of the ring is hydrogenated. The 
author used hydrochlorothiazide in 54 patients, 31 
of whom had cardiovascular disturbances, mostly 
coronary sclerosis and hypertension. The remaining 
23 patients had a tendency to water retention, al- 
though they did not actually have circulatory de- 
compensation; most of them were obese. Two dif- 
ferent procedures were used in the clinical evalua- 
tion. In the acute experiment the patients were 
given a single dose of 100 mg. of hydrochlorothia- 
zide. This mode of administration demonstrates 
the diuretic effect, and permits the pharmacody- 
namic evaluation of the drug. The second method 
of evaluation, the long-term treatment, demon- 
strates the clinical value, and helps to decide 
whether intermittent or continuous administration 
is best. 

The author found that hydrochlorothiazide is a 
very potent diuretic. The administration of 100 mg. 
of this substance doubled the amount of urine, 
multiplied the excretion of sodium and chloride, 
but had little effect on the potassium excretion. 
Restriction of sodium chloride in the diet had little 
added effect on the sodium excretion. In treating 
patients with chronic heart disease, who have a 
tendency to fluid retention, hydrochlorothiazide 
can be given in addition to the cardiac glycosides. 
Because of its almost inexhaustible diuretic effect, 
the drug permits a relaxation of salt restriction in 
the diet. In patients with obesity, who have a 
tendency to water and salt retention, hydrochloro- 
thiazide produces a maximal weight reduction, but 
a restricted salt diet must be continued. 

Treatment with hydrochlorothiazide should be- 
gin with a dose of 75 or 100 mg. on the first day. 
If continued medication is decided on, the dose 
can be reduced to 50 mg. during the following 
days. After the desired effect has been achieved, 
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the dose can be reduced to 25 mg. For intermittent 
medication the author recommends a dose of 75 
or 100 mg. once or twice weekly, in tablet form. A 
fruit diet is recommended for the day after the 
administration of the tablets. Since the diuresis 
usually persists for from 6 to 8 hours, the tablets 
should be given in the morning so as not to inter- 
fere with sleep at night. To counteract the tendency 
to hypopotassemia likely to result from hydro- 
chlorothiazide medication, the author recommends 
the prophylactic administration of potassium chlo- 
ride or the eating of dried apricots, which are rich 
in potassium salts. 


The Treatment of Scleroderma with the New 
Chelating Agent, Edathamil. S. A. Muller, L. A. 
Brunsting and R. K. Winkelmann. A. M. A. Arch. 
Dermat. 80:187-194 (Aug.) 1959 [Chicago]. 


The authors report on 23 patients, between the 
ages of 12 and 67 years, with scleroderma of vary- 
ing degrees, who were hospitalized at the Mayo 
Clinic and were treated with edathamil disodium, 
the disodium salt of ethylenediaminetetraacetic 
acid, a potent chelating agent. The drug was dis- 
solved in 500 cc. of 5% dextrose in water or isotonic 
sodium chloride solution, and usually a daily dose 
of 3 Gm. was given intravenously in about 4 hours. 
Of the 23 patients, 20 had acrosclerosis, 2 had dif- 
fuse scleroderma, and 1 had widespread morphea. 
The course of treatment extended over a 3-week 
period. Three patients were given a second course 
of edathamil after an interval of 6 to 8 weeks. 
Significant improvement was noted objectively in 
9 of the 23 patients, as measured by functional per- 
formance tests, esophageal motility studies, and 
over-all clinical evaluation. In 2 patients marked 
improvement continued for several months. The 
3 patients who had a second course of treatment 
with edathamil showed no further change. The 
commonest complication of treatment with edath- 
amil was burning at the intusion site, but ordinarily 
the burning pain was relieved promptly by slow- 
ing of the rate of infusion. The only significant 
complication was renal irritation; mild albuminuria 
occurred in the last few days of treatment in 6 pa- 
tients, but was of no consequence. Severe albu- 
minuria and a transient mild increase in blood urea 


necessitated the withdrawal of the drug in one. 


patient after the administration of a total dose ot 
37 Gm. in a 13-day period. 

Edathamil is a relatively safe drug to administer 
by intravenous drip. Some degree of renal irrita- 
tion should be anticipated, although at the dosage 
recommended by Foreman and associates, i. e., 
50 mg. of edathamil per kilogram of body weight 
daily for 5 days, followed by a 2-day rest period 
before repetition of the dose (J. A. M. A. 160:1042 
[March 24] 1956), it should be infrequent. At the 
present time, in the absence of any specific thera- 
peutic agent in scleroderma, the use of edathamil 


in the systemic forms of scleroderma seems justi- 
fied. The ultimate usefulness of this drug in the 
treatment of scleroderma awaits further evaluation. 


The Clinical Response to Achromycin V (Lederle) 
in Infectious Diseases, and in Postoperative Com- 
plications of an Infectious Nature: Study of Its 
Nature in 27 Cases. R. Rodriquez-Molina, R. Men- 
endez-Corrada, L. A. Passalacqua and M. I. Nickle. 
Bol. Asoc. méd. Puerto Rico 51:196-204 (June) 1959 
(In English) [Santurce, Puerto Rico]. 


The authors report on the results of Achromycin 
V therapy in 27 patients for whom there were com- 
plete records and who had been selected from a 
larger series treated at the San Patricio VA Hos- 
pital in San Juan, Puerto Rico. Achromycin V con- 
tains 380 mg. of sodium metaphosphate to 250 mg. 
of tetracycline in each capsule; it appears in blood 
and urine more rapidly and at higher levels than 
tetracycline administered alone. The addition of 
sodium metaphosphate is credited with increasing 
the intensity and speed of the antibiotic action. 

The 27 patients in this series fell into 2 categories: 
cases of possible infectious diseases, whether or 
not proved bacteriologically, and cases in which 
it is desirable to prevent secondary infection, as 
in surgical conditions. There were 3 patients with 
intestinal disorders, including 1 with bacillary 
dysentery; 9 with respiratory disease; 4 with geni- 
tourinary infection and positive urine culture; 7 
with miscellaneous infections; 3 postoperative pa- 
tients; and 1 with burns. The average dose of Achro- 
mycin V administered was 250 mg. every 4 to 6 
hours. The results were considered excellent in 10 
patients, good in 11, fair in 2, and poor in 3; in only 
one patient, suffering from diarrhea without any 
bacterial or parasitic findings, was there no re- 
sponse to the treatment. The results were evaluated 
in terms of the degree and rapidity of effects on 
the fever, the pathogenic bacteria, and the pa- 
tient’s general condition. The best results were ob- 
tained in patients with definite infectious diseases, 
such as abscesses and skin infections. 


Treatment of Advanced Breast Cancer with Flu- 
oxymesterone (Halotestin). V. L. Beckett and M. J. 
Brennan. Surg. Gynec. & Obst. 109:235-239 (Aug.) 
1959 [Chicago]. 


This report concerns observations on 23 patients 
with metastatic carcinoma of the breast, who were 
treated with the orally administered androgen, 
fluoxymesterone (Halotestin). The patients were 
treated between January, 1956, and May, 1958, in 
the oncology division of the Henry Ford Hospital, 
Detroit. In 20 patients the diagnosis had been made 
at the time of mastectomy, and in 2 from tissue 
examination of metastatic lesions. In the one in- 
stance of no histological verification, there was the 
obvious history of an enlarging lump in the breast 
for 2 years, with subsequent appearance of skin 
nodules and enlarged lymph nodes. All except 3 
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of the women had undergone some form of mastec- 
tomy as the initial treatment. Two of the remaining 
3 had been given x-ray treatment to the breast. 
When recurrence took place after mastectomy, all 
the patients who were menstruating or near meno- 
pause had undergone bilateral oophorectomy. In 
those well past the menopause, or in postoophrec- 
tomy cases, progression of disease was treated by 
an androgen, hypophysectomy, or cortisone. Flu- 
oxymesterone was used as the androgen in these 
23 patients, whose ages ranged from 35 to 63 years. 

This new orally administered androgen was 
found to be effective in suppressing advanced 
mammary cancer in postmenopausal patients. Re- 
mission occurred in 7 (30%) of 23 patients—in 2, 
after hypophysectomy. Fluoxymesterone appears to 
be less masculinizing than injectable androgens in 
therapeutic doses. It can cause liver dysfunction, 
such as is seen with methyltestosterone. 


Therapeutic Experience with Triamcinolone in 
Acute Viral Hepatitis. F. Orlandi, G. Marri, C. 
Manuali and others. Minerva med. 50:2182-2184 
(July 4) 1959 (In Italian) [Turin, Italy]. 


The authors report on the effect of triamcinolone 
in 10 patients (9 women and 1 man) with acute 
viral hepatitis, who ranged in age from 19 to 44 
years. On admission to the clinic, icterus had been 
present in each instance for a period of from 5 to 
22 days. Triamcinolone was administered by mouth, 
and the initial daily dose was 3 mg. per kilogram 
of body weight. Eight patients received triamcino- 
lone for 15 days; in these patients the daily dose 
of the drug was reduced to 12 mg. on the 8th day 
and to 4 mg. on the 11th day. The values of serum 
bilirubin declined and the levels of alkaline phos- 
phatase became normal after 3 to 5 days of treat- 
ment. The values of serum transaminase also de- 
clined, while the serum lability tests became normal 
during the 2nd to 4th weeks of treatment. The 
histological examination of tissue obtained by punc- 
ture biopsies showed an improvement on the 4th 
to the 6th day of treatment. Triamcinolone in 
these first 8 patients gave results comparable to 
those obtained in the treatment of viral hepatitis 
with other steroids. 

In the remaining 2 patients, the initial dose of 
triamcinolone was doubled on the 4th day of treat- 
ment and was kept high for the next 5 days but 
with no beneficial effect. Corticotropin (30 units 
per day given intramuscularly) was then substi- 
tuted for triamcinolone on the 10th day in both 
instances. Laboratory tests became negative in one 
patient, and serum lability tests remained positive 
for 9 weeks. Corticotropin was withdrawn after 7 
days of treatment in this first patient, but neither 
triamcinolone nor corticotropin had any effect in 
the second patient. 

The authors believe that triamcinolone has a 
direct effect on the basic lesions of viral hepatitis 
and that, in case of no response, treatment with 
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corticotropin or cortisone should be resorted to. 
Triamcinolone has the advantage over other steroids 
in that it can be used in lower doses and has no 
untoward side-effects. 


A Clinical Study of the Effects of Hydrochloro- 
thiazide on the Renal Excretion of Electrolytes and 
Free Water. W. Januszewicz, H. O. Heinemann, 
F. E. Demartini and J. H. Laragh. New England 
J. Med. 261:264-269 (Aug. 6) 1959 [Boston]. 


Hydrochlorothiazide, the 3,4,dihydro derivative 
of chlorothiazide in which the 3,4, double bond is 
saturated by 2 hydrogen atoms, was administered 
intravenously to a group of normal human subjects, 
and its effects on renal function were compared 
with the previously reported effects of chloro- 
thiazide and of meralluride given under similar 
conditions. Dihydrochlorothiazide, like chlorothia- 
zide, produced a marked increase in urine flow and 
total solute clearance, but the excretion of free 
water was not increased. Like chlorothiazide also, 
the dihydro derivative produced an increased ex- 
cretion of sodium, chloride, and potassium. A 
chlorothiazide-similar reduction in  glomerular- 
filtration rate was likewise produced by dihydro- 
chlorothiazide, but in contrast to chlorothiazide it 
did not modify the clearance of uric acid in the 
dosage employed. 

The findings obtained in this study support the 
hypothesis that dihydrochlorothiazide, like chloro- 
thiazide, affects sodium and chloride reabsorption 
in both the proximal and the distal tubules, whereas 
meralluride acts only on the proximal tubule. They 
further tend to show that, although dihydrochloro- 
thiazide is from 10 to 20 times as potent as chloro- 
thiazide, it is qualitatively similar in its mode of 
action and its pharmacological effects. It may, 
therefore, be expected to be useful in the treatment 
of edematous states and hypertension under the 
conditions previously recommended for chloro- 
thiazide. 


Evaluation of Radioactive Iodine (I**’) as a Treat- 
ment of Hyperthyroidism. C. E. Cassidy and E. B. 
Astwood. New England J. Med. 261:53-58 (July 9) 
1959 [Boston]. 


Radioiodine (I '*’), although an effective form of 
treatment for hyperthyroidism, has the disadvantage 
that response of patients to a selected dose varies 
widely. A quantity that may restore normal thyroid 
function in one patient may prove entirely ineffec- 
tive in another, and a similar dose may even induce 
lasting myxedema in a seemingly comparable case. 
To obtain a better understanding of individual 
variability in treatment, 200 patients with hyperthy- 
roidism were observed from 1 to 7 years after 
treatment with I'*’. Normal thyroid function re- 
turned in 85.5%, and permanent myxedema de- 
veloped in 14.5%. Sixty-five per cent responded to 
one dose, and after 2 treatments 89% were cured 
of hyperthyroidism. 
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The method used by the authors to estimate dose 
did not yield better results than those obtained by 
other observers with one or another arbitrary 
method for selection of dose. Myxedema and mul- 
tiple treatments were as frequent in women as in 
men. Patients having recurrent hyperthyroidism 
probably required a significantly larger number of 
treatments than previously untreated patients, but 
there was no significant difference in the occur- 
rence of myxedema in the 2 groups. Complete or 
nearly complete disappearance of the goiter was 
found to be a reliable index of the effectiveness of 
therapy. The use of an antithyroid drug after I'”' 
therapy did not diminish effectiveness as judged by 
the need for repeated doses, and yet in the patients 
who received both forms of treatment, myxedema 
developed significantly less often than in those 
who received I'*' alone. The frequency of myx- 
edema increases with time, since the complication 
developed in several patients more than 22 years 
after treatment. 


The Response of the Guillain-Barré Syndrome to 
Prednisone and ACTH. F. Di Nola and G. Giuliani. 
Minerva med. 50:2200-2201 (July 4) 1959 (In Italian) 
[Turin, Italy]. 


The case of a 55-year-old man with the Guillain- 
Barré syndrome, who was treated with prednisone 
and corticotropin (ACTH), is reported. About a 
week before admission to the hospital the patient 
had suffered from fever and diffused joint-muscle 
pain. This was followed a few days later by a 
lancinating pain in the lumbar region, which ex- 
tended to the anterior part of the abdomen and 
was followed in a few hours by loss of motion in 
the lower limbs in which reflexes were no longer 
present. Poliomyelitis was suspected on admission. 
Because of the laboratory tests (serum tests were 
negative for influenza, types A and B, for adeno- 
virus, and for poliomyelitis virus) and because the 
paralysis was symmetrical, the diagnosis of Guil- 
lain-Barré syndrome was made. Intestinal paralysis 
and spontaneous pneumothorax occurred on the 
3rd and on the 6th day, respectively, after admis- 
sion to the hospital. Prednisone was administered 
in a dose of 30 mg. per day for the first 3 days and 
of 20 mg. per day for the next 6 days; ACTH was 
given in a dose of 40 units per day during the fol- 
lowing 5 days, and vitamins B, and B,, were also 
administered during this later period. The total 
dose of prednisone was 210 mg.; that of ACTH 
was 200 units. Gradual resolution of the symptoms 
was obtained. The pneumothorax disappeared 20 
days after its onset, and the patient was able to 
walk about 40 days after admission to the hospital. 
On discharge, there was total functional recovery. 
The authors believe that the Guillain-Barré syn- 
drome is neuroallergic in origin and attribute the 
clinical symptoms to an allergic-hyperergic reac- 
tion of the organism to the action of allergenic 
factors which may be either bacteria, viruses, or 
toxins. 
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The Treatment of Acute Barbituric Acid Intoxica- 
tion: Clearing by Alkalization of the Plasma and 
the Urine. P. Mollaret, M. Rapin, J. J. Pocidale 
and J. F. Monsallier. Presse méd. 67:1435-1438 
(July 25) 1959 (In French) [Paris]. 


The authors review the experimental studies they 
have carried out in dogs, and describe the methods 
of alkalization and the clinical results obtained in 
patients with acute barbiturate poisoning. Alkali- 
zation of the plasma hinders the penetration of 
phenobarbital into the cells, and increases the con- 
centration of the toxic agent in the plasma. The 
increased urinary pH prevents tubular reabsorp- 
tion of the barbiturates, and their renal elimination 
is markedly increased. Clinically, alkalization can 
be applied in 2 ways by giving perfusion of either 
isotonic or hypertonic sodium bicarbonate, but 
perfusion with this latter solution should be sup- 
plemented by artificial respiration and by an ac- 
curate control of arterial pH. While perfusions 
with isotonic sodium bicarbonate are easily per- 
formed and can be administered on a large scale, 
those with hypertonic sodium bicarbonate require 
intubation or a preliminary tracheotomy and, there- 
fore, may be used only in specially equipped hos- 
pitals. 

Of the 93 patients with barbiturate poisoning 
treated by the authors, 57 were subjected to alkali- 
zation of the plasma and the urine, and all recov- 
ered. This treatment substantially diminished the 
duration of coma. The plasma and urinary alkaliza- 
tion provoked by this treatment did not dispense 
from the necessity of the usual techniques of respir- 
atory and circulatory reanimation, the importance 
of which in acute barbiturate poisoning has been 
emphasized by Danish authors. 


Treatment of Acute Osteomyelitis. K. Stray. Tidsskr. 
norske laegefor. 79:831-834 (July 16) 1959 (in Nor- 
wegian) [Oslo]. 


From 1947 to 1958, 32 patients with acute osteo- 
myelitis were hospitalized and treated. Large daily 
doses of penicillin were given, ranging, according 
to age, from 200,000 to 1,000,000 units or more. 
The effect was usually striking. The temperature, 
as a rule, became normal after about one week. 
The general symptoms disappeared, and the local 
symptoms rapidly regressed. Treatment with peni- 
cillin was continued beyond the time when the 
clinical symptoms had disappeared, usually for 3 
weeks, sometimes longer. In 8 cases improvement 
did not occur until after operative intervention. In 
27 patients the sedimentation reaction was normal 
before discharge, and in 5 it became normal shortly 
after discharge. Follow-up showed 31 patients to 
be clinically well; at long intervals one patient had 
suppuration from the affected bore of a few days’ 
duration. On discharge the roentgen-ray picture 
was negative in 1] patients whose admission was 
an average of 5 days after the onset of the disease; 
in 13 patients admitted after an average of 15 days, 
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changes in the bones were more or less visible; the 
8 patients treated operatively were admitted after 
an average of 40 days from the onset. In acute 
osteomyelitis it is important to institute treatment 
with antibiotics as early as possible after the start 
of the disease and even when it is only suspected. 
With early and correctly applied treatment with 
antibiotics, close to 100% of the patients will re- 
cover Clinically, and most of them will also become 
roentgenologically negative, provided that the dis- 
ease is caused by microbes sensitive to the agent 
applied. 


The Effect of Vaccine on Cancer Patients. J. B. 
Graham and R. M. Graham. Surg. Gynec. & Obst. 
109:131-138 (Aug.) 1959 [Chicago]. 


The authors used Freund’s adjuvant type of 
autogenous vaccines in 114 patients with advanced 
cancer of unfavorable prognosis. Most of the pa- 
tients had gynecologic cancers. Thirteen died 
within the first month and are excluded from the 
analysis. The adjuvant devised by Freund is a com- 
bination of a light mineral oil, an emulsifying agent 
(arlacel A), and killed mycobacteria. It is mixed 
with equal parts of the antigen to produce a water- 
in-oil emulsion. With this adjuvant, the immune 
response to a standard antigen is greatly increased. 
Four forms of Freund’s adjuvant were used. 

The final step in the preparation of vaccine con- 
sisted of slowly adding the antigen to an equal 
volume of adjuvant while the mixture was repeated- 
ly drawn into and expelled from a syringe to form 
a milky, water-in-oil emulsion. The volume of in- 
jected vaccine varied from 0.1 to 2.0 cc. and from 
0.05 to 1.0 cc. in any site. The intramuscular 
(gluteal) route was used initially, but in 5 out of 
25 patients cold abscesses developed. Subsequently, 
the intradermal (anterior thigh) route was used. 
Two sites were injected simultaneously. Fifty-six 
patients received vaccine only once; 45 received 
it on 2 or more occasions; and the maximum num- 
ber of injections was 6 in 1 patient. The patients’ 
clinical course was closely observed. All patients 
were treated prior to April 1, 1958, and have been 
observed for a minimum of 7 months. In 84% of 
the patients ulceration developed at the injection 
site that was tender and healed slowly over a period 
of from 3 to 4 months. In 2 patients of the 40 
receiving cellular suspension, implants developed 
at the site of vaccination. Fifty-five of the 101 pa- 
tients lived 7 months or more. Eight are living 
with demonstrable tumor, but it is quiescent and 
they are able to live in comfort. Fourteen are living 
and well with no demonstrable disease. The site of 
tumor does not seem to influence the result. 

The patients who subsequently received irradia- 
tion therapy in the full dose (3,000 r or more, tumor 
dose) obtained better results than those receiving 
either palliative irradiation or chemotherapy. How- 
ever, those receiving the larger doses of irradiation 
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had a better prognosis before treatment was begun. 
No further treatment was given to 29 of these pa- 
tients in whom gross tumor was present. Two of 
these have no demonstrable disease, and another is 
living with quiescent tumor. The best preparation 
of the antigen for vaccine appears to be the cellular 
suspension, for three-quarters of the patients re- 
ceiving this lived 7 months or longer. Whole tumor 
homogenate, 1 M sodium chloride extract, and 
isotonic sodium chloride extract and suspension 
followed in that order of apparent effectiveness. 
The authors feel that autogenous vaccines with 
Freund’s adjuvant can be given to cancer patients 
without serious sequels, and they gained the im- 
pression that some of the patients have been bene- 
fited. 


Effect of Prolonged Use of Estrogens on Circulating 
Lipids in Patients with Idiopathic Hyperlipemia 
or Idiopathic Hypercholesteremia. E. B. Feldman, 
Chuni Wang and D. Adlersberg. Circulation 20: 
234-242 (Aug.) 1959 [New York]. 


The low incidence of atherosclerosis in premeno- 
pausal women and the effects of gonadal extracts 
on serum lipids indicate the desirability of further 
clinical and biochemical studies. Ethiny] estradiol 
in minimal effective doses of 0.2 to 0.1 mg. daily 
in interrupted courses was administered to 7 men 
and 5 women with idiopathic hyperlipemia or 
idiopathic hypercholesteremia for an average pe- 
riod of 16 months. In the group with idiopathic 
hyperlipemia mean levels of total and esterified 
cholesterol, phospholipids, triglycerides, and total 
lipids fell 30 to 69% from pretreatment values. 
There was an increase in alpha-lipoprotein and a 
fall in beta-lipoprotein and the beta:alpha lipopro- 
tein ratio. In the group with idiopathic hypercho- 
lesteremia mean levels of lipid fractions fell 11 to 
39% from pretreatment values. Alpha-lipoprotein 
increased and beta-lipoprotein and the beta : alpha 
lipoprotein ratio decreased. A return toward pre- 
treatment values within 2 to 5 months occurred in 
5 patients placed on a placebo regimen. 

Therapy was well tolerated. Side-eftects included 
moderate gynecomastia, sensitive nipples, dimin- 
ished libido, and uterine bleeding. Almost com- 
plete disappearance of extensive xanthomata tu- 
berosa occurred in one man with idiopathic hyper- 
lipemia after 14 months of therapy. The authors 
feel that the use of ethinyl estradiol provides a 
practical means of controlling abnormal serum lipid 
and lipoprotein levels. 


Experience with Novocain (H3 Factor). P. Nebo. 
Hospital 56:157-160 (July) 1959 (In Portuguese) 
[Rio de Janeiro]. 


Eighty-six outpatients (54 men and 32 women), 
whose ages ranged from 30 to 87 years, and who 
were suffering from different diseases, were sub- 
mitted to a treatment with intramuscular injections 
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of a Novocain solution. The treatment was divided 
into 3 series of 30 daily injections, with an interval 
of 10 to 12 days between series. The proportion of 
Novocain was 2.5% in the first, and 2% in the second 
and third series. The pH of the solution varied be- 
tween 3.5 and 4 in the first series and between 4 
and 5 in the others. Preliminary laboratory tests 
were performed for each patient, as required by 
the individual circumstances. In addition, in each 
case a sensitivity test was given, consisting of a 
subcutaneous injection of 0.25 cc. of a 2% Novocain 
solution. In case of sensitivity to the drug, a de- 
sensitization treatment was given. This sensitivity 
test, as well as the laboratory examinations, was 
repeated before starting each new series of in- 
jections. 

Thirty patients had completed the three-series 
treatment at the time this article was written. The 
diseases for which they were treated were hyper- 
tension in 10 cases, angina pectoris in 5, intermit- 
tent claudication in 4, osteoarthrosis in 4, hemi- 
plegia in 3, and alopecia, diplopia, and duodenal 
ulcer in one case each. The results were evaluated 
in terms of general condition and specific im- 
provements. The improvement in general condition 
was 100% in all patients, meaning better disposi- 
tion, increased vitality, easy and tranquil sleep, 
greater muscular strength and mental power. As to 
the specific conditions, the improvement was 
termed optimal for 28 patients and good for the 
2 suffering from diplopia and duodenal ulcer re- 
spectively. Besides these results, there was a defi- 
nite rejuvenating effect of the Novocain therapy, 
represented by repigmentation and growth of the 
hair, softening and coloring of the skin, strengthen- 
ing of the nails. Among the patients who had not 
yet completed their treatment (including one with 
prostatic disorder), there was improvement in sev- 
era] aspects. 


PATHOLOGY 


Exfoliative Cytology in Metastatic Cancer of the 
Lung. B. F. Rosenberg, H. J. Spjut and M. M. 
Gedney. New England J. Med. 261:226-231 (July 
30) 1959 [Boston]. 


Of the patients with suspected metastatic tumors 
in the lung admitted to Barnes Hospital, St. Louis, 
in the years 1948-1958, 63 were found to have had 
cytological examinations of either sputum or bron- 
chial washings or both. Thirteen cases were disre- 
garded for lack of sufficient evidence of metastases. 
In the 50 patients suitable for study, a total of 122 
cytological specimens were available. The clinical 
histories, the surgical or autopsy material, and the 
cytological smears were reviewed. The primary 
lesions were most often in the cervix and breast in 
the 31 women and in the pancreas and colon in 
the 19 men. In 45 of the 50 patients, the clinical 
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diagnosis of metastatic lung cancer was confirmed 
histologically by one of the following methods: 
resections in 24, biopsies of the lung in 12, bron- 
choscopic biopsies in 5, autopsies in 2, and lymph- 
node biopsy or pleural fluid in 1 each. In the re- 
maining 5 cases, a diagnosis was made on the basis 
of symptoms, x-ray findings, and presence of a 
known primary cancer. Four of these patients had 
positive cytological diagnoses as the only micro- 
scopic proof of cancer in the lung. The histories of 
these 4 patients are presented, and that of a 5th 
(not of this series) is reported to demonstrate the 
usefulness of accurate typing. 

The cytological tests were positive in 19 (38%) 
of the 50 patients, and 5 others had suspicious 
smears. Although the percentage of positive results 
from exfoliative cytological studies was low, the 
authors regard it as encouraging. Furthermore, the 
typing of these lesions may have an important 
bearing on the clinical picture: correspondence of 
cytological type with that of the suspected primary 
lesion helps to confirm the diagnosis of metastatic 
disease. Discrepancy in type from a suspected pri- 
mary source (as in the 5th case reported) may in- 
dicate that the pulmonary lesion is actually primary. 
The authors feel that these findings indicate a 
definite place for the cytological examination of 
sputum or bronchial washings in all patients with 
cancer who have pulmonary symptoms or an asymp- 
tomatic lesion in the chest on roentgenographic 
study. 


Hepatic Involvement in Extrapulmonary Tubercu- 
losis: Histologic and Functional Characteristics. 
R. J. Korn, W. F. Kellow, P. Heller and others. 
Am. J. Med. 27:60-71 (July) 1959 [New York]. 


Hepatic function was studied in 50 patients with 
extrapulmonary tuberculosis. Patients with pleural 
or pericardial effusion, but no other demonstrable 
extrapulmonary involvement, were excluded from 
this study. Abnormalities of hepatic function and 
of plasma proteins were found in all patients. The 
most frequent changes were impaired Bromsul- 
phalein excretion and hyperglobulinemia. Analysis 
of these results revealed several patterns of hepatic 
dysfunction. These patterns were: (1) elevated 
serum alkaline phosphatase value and Bromsul- 
phalein retention associated with space-occupying 
lesions (granulomas); (2) abnormal flocculation tests 
and hyperglobulinemia associated with certain 
chronic infections and inflammatory diseases; and 
(3) combinations of patterns 1 and 2 which may 
simulate intrinsic hepatic disease except for the 
relatively lower levels of serum bilirubin. 

Liver biopsy specimens were obtained from 30 
of the 50 patients. Granulomas were present in 24 
of the specimens. Fourteen of 15 patients with ele- 
vated alkaline phosphatase levels had hepatic gran- 
ulomas, as well as 10 of the remaining 15 patients 
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who had normal alkaline phosphatase levels. In 16 
of these 24 patients, the granulomas were easily 
recognizable, while in 8 patients only microgran- 
ulomas were seen. Focal Kupffer-cell hyperplasia 
and diffuse sinusoidal inflammatory reaction were 
sufficiently frequent to be characteristic of hepatic 
involvement in tuberculosis. Abnormality of the 
hepatic parenchymal cells was commonly observed, 
and in 3 patients free hyaline bodies were present. 


Diabetic Glomerulosclerosis: Electron and Light 
Microscopic Studies. M. G. Farquhar, J. Hopper Jr. 
and H. D. Moon. Am. J. Path. 35:721-753 (July- 
Aug.) 1959 [Ann Arbor, Mich.]. 


Diabetic glomerulosclerosis is a frequent compli- 
cation of diabetes mellitus of long duration, despite 
the efficacy of insulin therapy. Although the glom- 
erular lesions have been studied extensively, the 
pathogenesis of this condition remains obscure. 
The present investigation was conducted in order 
to obtain further information on the evolution of 
diabetic glomerulosclerosis through the combined 
use of electron and light microscopic techniques in 
renal biopsies of diabetic patients. Renal biopsy 
specimens from 7 patients were studied. The se- 
verity of renal impairment varied greatly, ranging 
from 3 patients with normal renal function and 
blood pressure to 2 patients with the classical fea- 
tures of the Kimmelstiel-Wilson syndrome (massive 
proteinuria, retinitis, hypertension, edema, azo- 
temia, and hypoalbuminemia). On examination by 
light microscopy, diabetic glomerulosclerosis was 
characterized by gradual obliteration of glomeruli 
by the deposition of hyalin. Hyaline deposit was 
evident initially near the afferent arteriole and sub- 
sequently extended radially to involve more _pe- 
ripheral loops. 

By electron microscopy, thickening of the base- 
ment membrane proper was one of the earliest 
manifestations of diabetic glomerulosclerosis; some 
degree of thickening, up to 10 times normal, was 
observed in all glomeruli. The earlier lesions, i. e., 
the smaller deposits of hyalin, were similar in ap- 
pearance to the basement membrane and were 
frequently continuous with it. Their presence be- 
tween the cell membranes of adjacent endothelial 
cells (interendothelial) suggested that they repre- 
sented an extracellular product of the glomerular 
endothelium. With greater accumulation of hyalin, 
islands of endothelial cytoplasm appeared isolated 
by the expanding masses. Finally, the capillary 
lumen was obliterated. In the later stages, hyalin 
showed altered staining characteristics and was 
more heterogeneous in texture by electron micro- 
scopy. The nodular lesions developed from the 
diffuse lesions by enlargement of the hyaline de- 
posits, as originally suggested by Bell. Fibrinoid 
deposits or “exudative lesions” of glomeruli were 
present in 2 patients with the most advanced 
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glomerular alterations. This substance could be 
distinguished in electron micrograms by its great 
density. It was subendothelial in position, lying 
between the endothelial cell membrane and the 
basement membrane. The epithelium was not al- 
tered early in the course of hyaline deposition. 
Later, however, some loss of the epithelial foot 
processes was seen in severely damaged glomeruli. 
The fine structural alterations of glomeruli in dia- 
betes mellitus could be differentiated from those 
occurring in disseminated lupus erythematosus, 
nephrosis, amyloidosis, and preeclampsia and 
eclampsia. 


Aging and Osteoarthritis of the Human Sterno- 
clavicular Joint. M. Silberberg, E. L. Frank, S. R. 
Jarrett and R. Silberberg. Am. J]. Path. 35:851-865 
(July-Aug.) 1959 [Ann Arbor, Mich.]. 


The aim of the investigations described was to 
analyze the role of articular aging in the patho- 
genesis of osteoarthritis. Sternoclavicular joints of 
200 individuals, ranging in age from the Ist to the 
10th decades, were studied for the existence of age 
alterations and osteoarthritis, with particular ref- 
erence to the role of early growth processes. Joint 
lesions of both types appeared during the third 
decade. The incidence and severity of osteoarth- 
ritis increased up to the age of 80 years. In individ- 
uals over 90 years of age, the incidence of severe 
arthritis was strikingly decreased. The lesions 
found in males were more severe than in females, 
and Negroes seemed to be more susceptible than 
whites. There was a positive correlation between 
osteoarthritis and diabetes and chronic renal dis- 
ease, and between severe osteoarthritis and obesity; 
however, no such correlation was found to exist 
between osteoarthritis and arteriosclerosis. The 
coexistence of atherosclerosis and osteoarthritis 
appears to be merely coincidental. The relation- 
ship between arthritis and obesity does not seem 
to be based on mechanical factors. The occurrence 
of severe osteoarthritis in comparatively young 
individuals with diabetes is under investigation. 
The possible significance of chronic renal disease 
in the development of osteoarthritis likewise re- 
quires exploration. In both of these conditions hor- 
monal imbalances exist, which may possibly act 
as mediators in the development of severe joint 
disease, since hormones exert profound influences 
on articular cartilage. 

Hyperplasia and hypertrophy of the articular 
cartilage cells occurred early in the aging process 
and were associated with changes in metachromasia 
and loss of PAS-positive (periodic acid-schiff) 
staining in the matrix. These biochemical and bio- 
physical changes in the intercellular substance are 
thought to interfere with the restraining influence 
usually exerted by the matrix on cell growth. As a 
consequence, the dormant growth potential of the 
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cartilage cells may be released, and the ensuing 
growth may set off the chain of events which lead 
to the complex structural lesion of osteoarthritis. 


Studies on the Pathology of Low Back Pain. 
C. Hirsch. J. Bone & Joint Surg. 41B:237-243 (May) 
1959 [London]. 


Five hundred autopsy specimens of the spinal 
column from persons of all ages were collected, 
and the intervertebral disks of the iumbar spine 
were examined for their anatomic appearance. 
Gross and microscopic examination showed that 
disk degeneration starts as an avascular necrosis. 
In the lower disks fissures and ruptures occur early, 
beginning mostly at the border between the 
nucleus and the cartilaginous plates and extending 
toward the center of the nucleus. The nucleus is 
becoming more compact, with diminished stain- 
ability, the collagenous structure being visible. 
These dry necrotic areas can often be seen as 
early as the third decade. When ruptures in the 
annular fibers occurred close to the outer border 
of the disk, a connective tissue reaction occurred 
in the area of the annulus. Vessels grew in from 
the long ligaments, and in the lower lumbar disks 
from the posterior ligament. These foreign elements 
appeared as vascular granulation tissue. It was 
found that in the lower lumbar disks the ingrowth 
of vessels into the posterior part of the disk was 
common between the ages of 30 and 50 years, that 
is, when low back pain shows the highest inci- 
dence. 

These findings suggested that avascular necrosis 
followed by mechanical stress was the main cause 
of early degenerative changes in the lower lumbar 
area. In an attempt to find out how this would 
produce pain, a series of disk puncture experiments 
were made. A lumbar puncture needle was intro- 
duced transdurally into the posterior area of a 
lumbar disk under roentgenographic control. Iso- 
tonic sodium chloride solution was injected. In 
some disks less than 1 cc. could be instilled even 
with strong pressure on the syringe. In these cases 
the patient felt no pain. In other disks more than 
1 ce. could be injected easily, and pain occurred 
when the pressure was raised. In these cases the 
patient stated that it was the same pain that he 
usually had when his backache was present. When 
the pressure was released, the pain disappeared 
immediately if very little procaine was injected. 
These findings suggested that the pressure inside 
the disk had produced stress on the posterior area 
of the annulus and caused a deformation which 
affected the posterior ligament with its sensitive 
nerve elements. The conclusions drawn from the 
anatomic findings and from the disk puncture 
experiments are as follows: 1. Disk degeneration 
starts as an avascular necrosis. 2. In the lower 
lumbar area the disks deteriorate early because 
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of mechanical stresses. 3. During certain early 
periods of degenerative changes a mechanical dis- 
order between the annulus and the _ posterior 
longitudinal ligament may cause tiredness and 
pain. 4. When the disk is completely degenerated 
and has lost its physical properties, backache dis- 


appears. 


PUBLIC HEALTH 


The Importance of ECHO Virus in the Etiology 
of Poliomyelitis-Like Diseases. U. Krech. Schweiz. 
med. Wchnschr. 89:676-680 (June 27) 1959 (In Ger- 
man) [Basel, Switzerland]. 


Numerous infections due to enteric cytopatho- 
genic human orphan (ECHO) virus, type 9, were 
reported in Switzerland between 1956 and 1958. 
The epidemiologic pattern of these infections was 
in many respects similar to that of poliomyelitis; 
they may be either clinically latent or characterized 
by fever, exanthem, and meningitis. Because the 
clinical course of diseases caused by ECHO virus, 
type 9, may vary from one epidemic to another, a 
correct diagnosis can be made only by means of 
virologic examination. ECHO virus, type 4, was 
also isolated in patients with aseptic meningitis in 
1956. Among members of the ECHO virus group, 
types 5, 6, 14, and 21 may be responsible for polio- 
myelitis-like diseases. The etiological significance 
of the other types has not yet been sufficiently 
elucidated. 


The Epidemiology of Poliomyelitis in Switzerland 
in 1958. M. Schar. Schweiz. med. Wchnschr. 89:699- 
701 (June 27) 1959 (In German) [Basel, Switzer- 
land]. 


In 1958 only 176 cases of poliomyelitis were re- 
ported in Switzerland; 101 of these were paralytic, 
and 76 were nonparalytic. Serologic and virologic 
examinations revealed that in the 76 (65%) non- 
paralytic cases the disease was not caused by polio- 
myelitis virus, but mostly by enteric cytopatho- 
genic human orphan (ECHO) virus. In Italy and 
in Austria during that year poliomyelitis epidemics 
were characterized by a high mortality rate, while 
in France and in Germany the disease was rather 
mild. Only 15% of the paralyzed patients in Switzer- 
land under the age of 20 years had received polio- 
myelitis vaccine 2 or 3 times, whereas 45% of the 
patients who were not paralyzed and more than 
60% of the healthy population belonging to the same 
age group had previously been vaccinated. In 1956 
the highest percentage of paralytic cases was found 
in children ranging in age from 3 to 11 years. In 
1958, however, the morbidity was highest among 
infants, children up to the age of 3 years, and 
adults. This change in the age distribution of para- 
lytic cases may be attributed to the mass-vaccination 
of school children with Salk vaccine. 
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BOOK REVIEWS 


Radiation Therapy. By Walter T. Murphy, M.D., Director 
of Therapeutic Radiology, Roswell Park Memorial Institute, 
Buffalo, N. Y. Cloth. $25. Pp. 1041, with illustrations. W. B. 
Saunders Company, 218 W. Washington Sq., Philadelphia 5; 
7 Grape St., Shaftesbury Ave., London, W. C. 2, England, 
1959. 


This well-written book has an author index and a 
subject index. The illustrations are numerous and 
excellent. The various chapters are well organized 
and complete, each covering a particular disease 
site or type. Anatomy, clinicopathological aspects, 
methods of treatment, and prognosis are included. 
Methods and opinions other than those of the au- 
thor are given in detail. A comprehensive list of ref- 
erences, which in themselves should prove of great 
value to the student, is found at the end of each 
chapter. The chapter on physics is brief and to the 
point. The omission of a rehash of the various books 
available devoted entirely to this subject is appre- 
ciated. This is a monumental piece of work. It 
should be part of the library of every physician 
who treats patients with cancer and for all who 
practice radiotherapy. 


Cancer in Families: A Study of the Relatives of 200 Breast 
Cancer Probands. By Douglas P. Murphy, M.D., and Helen 
Abbey, Sc.D., Assistant Professor of Biostatistics, School of 
Hygiene and Public Health, Johns Hopkins University, Balti- 
more. Cloth. $2.50. Pp. 76. Published for Commonwealth 
Fund by Harvard University Press, Cambridge 38, Mass.; 
Oxford University Press, Amen House, Warwick Sq., Lon- 
don, E. C. 4, England, 1959. 


The purpose of this book was to see whether 
cancer occurred more frequently in the relatives 
of persons who had cancer than in the relatives of 
persons who did not and, if so, whether the dif- 
ference was greater in some relationships than in 
others. An introductory section reviews previous 
research on the subject and draws valuable lessons 
as to methodology from the conflicting and incon- 
clusive publications of the past. Section 2 describes 
the authors’ methods and shows to what lengths 
the authors went to secure comparable groups of 
probands with and without cancer. The findings 
are summarized in 47 pages of tables and text in 
section 3 and lead (page 64) to the conclusion 
(section 4) that, if a familial tendency to develop 
cancer did exist, it was not strong enough to be 
detected in this sample of 200 breast cancer pa- 
tients. A critical comparison with a previous study 
by Jacobsen is made in appendix A. Appendix B 
gives data obtained from additional female rela- 
tives discovered in a resurvey and reaffirms the 
conclusion that no familial tendency was discernible 
in this study. 


The authors deserve commendation for the pain- 
staking exposition of the statistical methods they 
used in their effort to avoid criticisms leveled at 
previous work. Their conclusion is important to 
everyone concerned with the cancer problem, and 
their methods deserve the close attention of other 
investigators working at research in this field. 


Symposium on Nuclear Sex. Edited for Organizing Com- 
mittee by Secretary, D. Robertson Smith, M.A., M.D., and 
William M. Davidson, M.D. Foreword by Professor Robert 
Platt, M.D. Cloth. $3.50. Pp. 188, with illustrations. Inter- 
science Publishers, Inc., 250 Fifth Ave., New York 1; William 
Heinemann, Ltd., 99 Great Russell St., London W. C. 1, 
England, 1958. 


This small volume consists of a series of papers 
presented in 1957 at Kings College Hospital Med- 
ical School in London. A brief historical introduc- 
tion by Dr. Murray L. Barr describes the circum- 
stances that led, some eight years earlier, to his 
recognition of sexual dimorphism in the nuclei of 
mammalian cells. The first seven papers are de- 
voted to the morphology and the genetic signifi- 
cance of the so-called sex chromatin, and the re- 
maining papers deal with applications of “nuclear 
sexing methods” in clinical medicine and include 
discussions of sex chromatin in congenital errors in 
sex development, in teratomas, and in tumors. Each 
paper is accompanied by a bibliography and a dis- 
cussion, and there are numerous _ illustrations 
throughout the text, including many well-repro- 
duced photomicrographs. This book can be recom- 
mended as a stimulating introduction to this fasci- 
nating and rapidly developing field. 


Diagnostic Biochemistry: Quantitative Distributions of 
Body Constituents and Their Physiological Interpretation. 
By Halvor N. Christensen, Ph.D., Professor of Biological 
Chemistry and Chairman of Department, University of Mich- 
igan, Ann Arbor. Cloth. $6.50. Pp. 291, with illustrations. 
Oxford University Press, Inc., 417 Fifth Ave., New York 16, 
1959. 


This volume was prepared to be used as a text- 
book for advanced students, as a supplement in a 
beginning course, or to refresh the physician's 
understanding of biochemistry. Half the book is 
devoted to acid-base balance and a thorough pres- 
entation of anion and cation distribution and bal- 
ance and their relationship to acid-base balance. 
The rest is concerned with the distribution and 
transport of nitrogen compounds, proteins, lipids, 
carbohydrates, iodine and thyroid hormones, ster- 
oids, and heme precursors and products. An out- 
standing feature of the book is the inclusion of a 
series of problems at the end of each chapter. Many 
of these are practical biochemical problems and 
have been taken from case reports. 
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QUESTIONS AND ANSWERS 


RECORDING OF POLIOMYELITIS 
IMMUNIZATION 


To THE Eprror:—Many boys admitted to our school 
have had one or more injections of poliomyelitis 
vaccine, but we are frequently unable to deter- 
mine the exact number of injections or when they 
were given. What plan of poliomyelitis immuni- 
zation procedure should be followed when rec- 
ords are not available? Each boy is given a card 
showing his immunization record when he is re- 
leased. Is there any practical method of having 
this information available on a national basis? 

Earl N. Saunders, M.D., Marianna, Fla. 


Answer.—When no record of the past poliomye- 
litis vaccine injections is available for school chil- 
dren, and the parents cannot furnish a signed note 
concerning them, the recommended series should 
be given. The usual precautions and contraindica- 
tions for immunizing biologicals should be ob- 
served. The interval between injections can be as 
long as one year without impairing the response. 
Booster injections are recommended. Most school 
systems are attempting to keep a complete medical 
record, including the inoculations of each child 
prior to and after his entrance to the kindergarten 
or first grade. This record, together with his medi- 
cal record through school, will become a part of 
his permanent school record and is transferable 
when he enters another school. This may be the 
best solution to the problem of dependable rec- 
ords of immunizations on a national basis. The Na- 
tional Congress of Parents and Teachers, 700 N. 
Rush St., Chicago 11, has made this a part of 
its program of continuous health supervision of all 
children from birth through their school experi- 
ence. Samples of the instructions the congress fur- 
nishes its local and state chapters may be obtained 
from it. 


CIRCUMSCRIBED CORTICAL ATROPHY 


To THE Eprror:—What is the treatment for a pa- 
tient with circumscribed cortical atrophy (Pick’s 
disease)? Is electroshock therapy or administra- 
tion of glutamic acid in high doses of any value? 


M.D., New Jersey. 


ANswER.—This is a degenerative disease of the 
brain, characterized by focal atrophy of cortical 
cells chiefly in the frontal and temporal regions. 
It produces mental changes « of progressive demen- 


The an answers exs here published | have | been ‘prepared by competent | au- 
thorities. They do not, however, represent the opinions of any medical 
or other organization unless specifically so stated in the reply. Anony- 
mous communications cannot be answered. Every letter must contain 
the writer's name and address, but these will be omitted on request. 


tia, emotional dulness, confabulation, and delu- 
sions, and the prognosis is unfavorable; there is no 
special treatment. Electroshock treatment is con- 
traindicated, since it would increase the confusion. 
If the patient becomes agitated, difficult to manage, 
profoundly depressed, or suicidal, however, a few 
electroshock treatments might alleviate these com- 
plications. Administration of glutamic acid may be 
tried, as may chlorpromazine, but the former has 
not proved to be of value and the latter is only for 
symptomatic relief. 


ANswer.—There is no known treatment of this 
disorder except to relieve the patient of symptoms 
as they arise. If the patient is disturbed, he may be 
helped by administration of tranquilizing drugs and 
proper environmental control. When he is severely 
depressed, stimulating drugs should be given. 
There are feeding and communication problems, 
because of the aphasia and the apraxias which de- 
velop, and the nursing personnel must have some 
understanding of the disease. Electroshock treat- 
ment and administration of glutamic acid are of no 
value. 


SYMPTOMS OF PARESTHESIA 

To THE Eprror:—A 36-year-old woman, while sight- 
seeing in a cave last summer, was suddenly un- 
able to straighten her back and had chills for 
three days. One month after this she had a sen- 
sation in the legs which was felt more in the left 
than in the right and was described as “like the 
crawling of ants.” She was referred to a neurolo- 
gist and after a thorough examination was told 
that there was no organic illness. She was given 
a series of vitamin injections. The sensation in 
the legs disappeared two months after the series 
was completed, but two months ago the sensation 
recurred in her arms. A detailed history, a com- 
plete physical examination, and the usual pre- 
liminary laboratory tests have not indicated any 
disease entity. What is the diagnosis? 

M.D., South Dakota. 


AnswerR.—This is likely to be multiple sclerosis, 
because the sudden onset, remission, and the recur- 
rence in a different region are quite characteristic. 
Multiple sclerosis is about the most common organ- 
ic nervous disease in the northern part of the 
United States. The symptoms of the first two or 
three attacks usually disappear completely, but 
later relapses bring increasing disability. There is 
no specific treatment, but five blood transfusions 
(500 cc. given every five days) may help in the 
acute relapses. Prolonged bed rest is desirable, if 
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feasible, and the patient and her family should 
move to a warmer climate. The average duration 
of multiple sclerosis is 27 years. 


Answer.—A definite diagnosis cannot be made 
from the information available. The possibilities 
for differential diagnosis would be a_ protruded 
intervertebral disk (“slipped disk”), multiple scle- 
rosis, multiple sensory neuritis, and an emotional 
disturbance. If the cerebrospinal fluid studies give 
normal results, a reexamination of the nervous sys- 
tem should be made in 6 to 12 months. The possi- 
bility of emotional conflict deserves detailed in- 
quiry to obtain background data and an account 
of circumstances surrounding the onset of com- 
plaints. Phobic reactions are often associated with 
episodes of hyperventilation, muscle hypertonus, 
“chilly” sensations, paresthesia, palpitation, vertigo, 
and a premonition of imminent loss of conscious- 
ness. A diagnosis of an emotional disturbance 
should be substantiated by psychological evidence. 


PENICILLIN ANAPHYLACTIC SHOCK 

To tHE Eprror:—A 6-month-old infant whose 
growth and development had been normal de- 
veloped otitis media secondary to a mild chronic 
upper respiratory infection. The boy was given 
an injection of a standard antibiotic combination 
of procaine penicillin G, streptomycin, and dihy- 
drostreptomycin. A few seconds after the injec- 
tion had been given the child had all of the 
signs and symptoms compatible with anaphylac- 
tic shock. Mouth-to-mouth artificial respiration 
and other care restored spontaneous breathing in 
about 30 minutes, and with this there were some 
clonic convulsive movements of the lower ex- 
tremities and the mandible. The infant was rest- 
less and dazed for the next 30 minutes and then 
slept for two hours. His breathing was normal 
during the rest and he was normal in every 
respect when he awakened. His growth and 
development in the two months since has been 
normal. What was this reaction and what should 
be the future management of injections, immuni- 
zations, and administration of antibiotics? 

Berryman Green, M.D., Laguna Beach, Calif. 


ANSWER.—The most likely diagnosis would be se- 
vere anaphylactic reaction, and the offending al- 
lergen was probably the penicillin. A reaction of 
this severity is rarely due to procaine or streptomy- 
cin. Inadvertent intravenous injection, which would 
have contributed to the rapid onset of the reaction, 
may have occurred. The prolonged apnea after the 
injection is unusual. The streptomycin may have 
exerted some degree of neuromuscular blockade, 
causing paralysis of the respiratory muscles (Brazil 
and Pinto Corrado: Curariform Action of Strepto- 
mycin, J. Pharmacol. & Exper. Therap. 120:452 
[Aug.] 1957). The convulsive movements were 
probably a result of the cerebral anoxia during the 
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period of prolonged apnea. This child should never 
be given penicillin parenterally in the future and 
its administration should be avoided completely, if 
possible, since reactions can occur from tablets and 
sprays taken orally or nasally. If antibiotic therapy 
is necessary administration of the medicament 
should be by mouth. Before immunization of any 
type skin and eye sensitivity tests must be done. 
Influenza and poliomyelitis vaccines should be care- 
fully selected, since some of these preparations con- 
tain traces of penicillin. A recent paper by Zuss- 
man (Am. Pract. &© Digest Treat. 10:786-788 [May] 
1959) contains more information. 


SIDE-EFFECTS OF GRISEOFULVIN 


To tHE Eprror:—Does the new antibiotic griseoful- 
vin have any undesirable or harmful side-effects? 


Bruno L. Griesman, M.D., New York City. 


ANSWER.—The usual therapeutic doses of 1 or 2 
Gm. per day for adults and about 25 mg. per kilo- 
gram of body weight for children of griseofulvin 
have not, as yet, caused an acute toxic reaction. 
There have been a few reports of drug eruptions, 
mild and evanescent occipital headaches, and 
evanescent depression of the polymorphonuclear 
leukocytes in children. As with any new drug, it is 
essential to have the patients receiving griseofulvin 
under regular observation and to do repeated ex- 
aminations, including blood cell counts. There can 
be no certainty as to the possible occurrence of 
unusual reactions in a hypersensitive patient, nor 
can anything be predicted about the possible effects 
which may appear years after the administration of 
the drug. The record of griseofulvin indicates that 
it is an orally effective agent against superficial 
fungous infections of the skin, hair, and nails (with 
the exception of infections by Candida albicans) 
and that it has a remarkably low toxicity, if any. 


THYROID MEDICATION IN PREGNANCY 


To THE Eprtor:—Several years ago the diagnosis of 
hypothyroidism was made clinically on a patient, 
without laboratory confirmation by either basal 
metabolism or protein-bound iodine test findings. 
The patient is now three months pregnant and 
has no signs or symptoms of hypothyroidism, but 
she continues to take 120 mg. of thyroid extract 
daily. Should she continue the thyroid therapy 
for the rest of this pregnancy or can it be dis- 
continued? 

Sheldon M. Biback, M.D., Seattle, Wash. 


ANSWER.—This patient should continue taking 
the thyroid extract during pregnancy, at the same 
dosage that she was taking prior to pregnancy. If 
she has been euthyroid on this dose, it is possible 
that she may have achieved sufficient inhibition of 
the thyroid gland to cause hypothyroidism if the 
medication were to be discontinued at this time. 
Her thyroid status should be evaluated after her 
pregnancy. 
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PHYSIOLOGICAL JAUNDICE IN 

THE NEWBORN INFANT 

To THE Eprror:—How soon after birth does the 
serum bilirubin content reach its maximum level, 
and what are the highest levels recorded in eval- 
uations of physiological jaundice of the newborn 
infant? Should an infant have an exchange trans- 
fusion when the serum bilirubin level reaches 
20 mg. per 100 cc., even if there is no evidence 
of hemolytic disease? 

Henry Krochmal, M.D., Meriden, Conn. 


Answer.—In the term baby the peak level of the 
blood serum bilirubin is reached in four days. In 
the premature infant it is reached somewhat later, 
usually in seven days. In the normal newborn in- 
fant the level of serum bilirubin should not exceed 
15 mg. per 100 ml., but Davidson and co-workers 
(Am. J. Dis. Child. 61:958 [May] 1941) found that 
of 106 consecutive normal newborn infants 2 had a 
serum bilirubin level exceeding 20 mg. per 100 ml. 
In the premature infant, as Kock and co-workers 
(J. Pediat. 55:23 [July] 1959) have shown, 4 of 
100 premature infants had levels between 30 and 
40 mg. per 100 ml. Three of these developed symp- 
toms and signs of kernicterus. While this may be 
called physiological jaundice, it must be realized 
that an increase could be influenced by the ad- 
ministration of certain sulfonamides and high doses 
of water-soluble synthetic vitamin K. 

Irrespective of the cause of the hyperbilirubi- 
nemia it is advisable to keep the level of serum bili- 
rubin below 20 mg. per 100 ml. during the first 5 
days of life in term infants and for a longer time in 
premature infants. The level can be anticipated to 
be higher than normal if the bilirubin level ex- 
ceeds 4 mg. per 100 ml. at birth or is greater than 
10 mg. in the first 24 hours of life, 14 mg. in the 
second 24 hours, or 17 mg. at any time in the 2nd to 
4th days of life. A serum bilirubin level higher than 
normal is an indication for replacement transfu- 
sion, regardless of the cause. 


HEART DISEASE AND DRIVING 

To THE Eprror:—Please clarify the matter of em- 
ployment for patients after myocardial infarc- 
tion. Would it be advisable to return a patient 
previously employed as a trailer truck driver to 
this position after his recovery from coronary 
occlusion? Does the physician share the respon- 
sibility of public liability in the event of an acci- 
dent occurring after another occlusion while 
driving? M.D., Minnesota. 


ANsweR.—Patients who have complete recovery 
from myocardial infarction, with the absence of 
chronic cardiac decompensation and anginal pain 
that is difficult to control, are employable. The ideal 
type of work is sedentary, including light manufac- 
turing, or, in general, occupations that do not en- 
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tail prolonged periods of strain or maximum physi- 
cal exertion. Truck driving or the driving of any 
common carrier by these patients is contrary to the 
public interest and safety, even though the patient 
may be able to do so without symptoms. The pub- 
lic hazard in the event of another attack while 
driving is obvious. I believe the physician has a 
moral obligation to do everything in his power to 
dissuade such patients from this type of employ- 
ment. I also believe that the employers of such 
patients should be informed of the public hazard 
incident to continuance of the employment. 


ANnswer.—A physician may be held liable for the 
damages which result from his negligence. If the 
patient whom the doctor has treated for a coronary 
occlusion should not engage in his regular employ- 
ment because of the physical requirements of the 
job, it would seem that there is at least a medical 
and a moral obligation to so inform his patient. 
There may even be a legal liability. 


PARAPLEGIA AND PAIN 


To THE Eprror:—A 45-year-old man has been a 
paraplegic for about two years. He has made a 
fair adjustment to this difficulty, but progress has 
been limited because of pain. He complains of 
an aching pain in the pelvis and lower middle 
part of the abdomen. It occurs with activity and 
increases with sitting and when riding in a car. 
The pain becomes severe after the patient has 
been up one or two hours and forces him to lie 
down. He is not always consistent in location or 
description of the pain. He has an indwelling 
Foley catheter, his bowel function is irregular, 
and he feels the pain is worse with full bowel or 
bladder. A neurosurgical consultant suggested 
division of the spinal cord, but the patient op- 
posed this procedure. Analgesics give him some 
relief from the pain, but he does not want to 
take hypnotic drugs regularly. He has some 
phantom-like pains, but these do not distress him 
very much. 


Ralph V. Harr, M.D., Santa Rosa, Calif. 


ANsweER.—The following features suggest a ma- 
jor psychogenic component in the pain of this pa- 
tient: (1) any activity makes the pain worse; (2) 
he has difficulty in describing and localizing the 
pain; and (3) he has phantom pains. Psychiatric 
evaluation of this patient is indicated. Recommen- 
dations for or against psychotherapy, including 
hypnosis, should be made, and the psychiatrist 
ought to determine whether the patient would be 
willing to accept management as outlined. Assum- 
ing that the patient does not have any other disease 
(such as malignancy) and the paraplegia is com- 
plete, a preliminary lumbar puncture and the in- 
jection of saline solution, along with much positive 
suggestion, should be done. This placebo type of 
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procedure may reveal evidence concerning the pa- 
tient’s suggestibility. A step-by-step ascending 
spinal anesthetic should be administered to the 
sensory level above the initial cord injury; if pain 
is completely relieved then operative management 
can be considered further. The possibilities include 
cordotomy in the cervical or upper thoracic region, 
complete transverse myelotomy in the lower thor- 
acic region of the cord (perhaps combined with a 
separate excision of the conus medullaris to im- 
prove bladder function), or alcoholic injection of 
the cauda equina. The actual decision would de- 
pend on the tonus of the muscles of the limbs and 
the function of the bladder, as measured by cysto- 
metric studies both before and during the adminis- 
tration of the spinal anesthetic. 


PROBABILITY OF FETAL ANOMALIES 


To tHe Eprror:—A couple’s first child was stillborn. 
The fetal development was apparently normal, 
and delivery was not premature. Death was at- 
tributed to an umbilical clot. Their second child 
is normal, but the third child has a cleft palate. 
There is no family history of cleft palate, but two 
cousins of the parents have septal heart defects. 
What advice should the parents be given before 
another pregnancy is started? 


William J. Kibler, M.D., Tonawanda, N. Y. 


Answer.—The umbilical clot is not a complete 
explanation of the death of the first child. If the 
cause of death is considered as unknown, a slightly 
increased risk of a stillbirth is a probability in 
subsequent pregnancies, although specific statistics 
cannot be supplied. The probable recurrence of 
cleft palate in future children is increased by 2 or 
3% over the probability of its occurring in a family 
for the first time. Risks of this degree scarcely con- 
stitute a contraindication to future childbearing. 
Should there be another stillbirth there would be 
psychic trauma, but this usually is not a lasting 
problem. In case of cleft palate correction by oper- 
ative procedures may be anticipated. The facts as 
they are currently understood should be presented 
to the family and they should then make the de- 
cision concerning further children. 


MIGRAINE AND HYPNOSIS 


To THE Eprror:—A 40-year-old woman has severe 
migraine and receives only moderate relief from 
the usual treatment. Would hypnosis be effec- 
tive? Would it have to be repeated in anticipa- 
tion (or for relief) of each attack? 


Calvin P. Wallis, M.D., Ocean City, N. J. 


ANSWER.—Migraine often yields to hypnosis when 
other types of therapy have been inadequate. The 
benefit is sometimes temporary but usually of long 
duration. Hypnosis, by itself, is not therapeutic, 
nor can much be expected from direct posthyp- 
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notic suggestion. Effective therapy lies in use of 
the hypnotic state for (1) reeducation of the pa- 
tient in relation to her symptom-complex and (2) 
corrective suggestions for her personality problems. 
The problem is best managed by a psychiatrist or 
by a general practitioner who has experience with 
the use of hypnosis. 


BACTERIOPHAGE 


To THE Eprtror:—What is the status of the use of 
specific bacteriophage as a therapeutic agent in 
the treatment of staphylococcic infections? 

W. B. Bissell, M.D., Patchogue, N. Y. 


ANsweER.—Bacteriophage offers little promise as a 
therapeutic agent for the treatment of staphylo- 
coccic infections. It is necessary in each case to 
use the strain of bacteriophage specific for the type 
causing the infection. To date 29 different bacterio- 
phage types have been recognized, and these ac- 
count for no more than 67% of reported staphylo- 
coccic infections. When the offending organism has 
been isolated in pure culture and typed by bac- 
teriophage, substantial quantities of the specific 
bacteria-free bacteriophage required for therapy 
must be obtained or produced. Therapeutic bac- 
teriophage is not generally available as a commer- 
cial product. 

If past experience with the bacteriophage ther- 
apy of shigellosis is a valid example, it must be 
expected that staphylococci will often become re- 
sistant to bacteriophage. When this occurs, con- 
tinued administration of bacteriophage is useless. 
The risk of side-reactions is likely, because bac- 
teriophage preparations are filtrates of bacterial 
cultures of staphylococci and consequently contain 
soluble products of bacterial origin which may be 
toxic. 


INTERMITTENT CLAUDICATION 
To tHe Eprror:—How much disability does inter- 
mittent claudication usually cause? To what ex- 
tent would a doctor doing office work be dis- 
abled? After walking two or three blocks my legs 
ache and I have to rest or slow down. 
M.D., Illinois. 


ANswer.—Intermittent claudication seldom limits 
walking distance to less than one-half block, if the 
patient walks slowly. It rarely interferes with the 
office work a physician performs, even though he is 
on his feet most of the time. It takes sustained 
walking to induce the discomfort. Careful studies 
have shown that intermittent claudication does not 
often become a progressive disability. It is an inter- 
esting observation that, in a patient suspected of 
having intermittent claudication, the physician is 
not usually able to elicit this symptom by having 
the patient walk within the confines of his office. 


ae 


Vol. 171, No. 14 


DECREASING BLOOD CHOLESTEROL 
LEVEL 


To THE Eprror:—A 53-year-old woman with moder- 
ate hypertension which is fairly well controlled 
with Rauwolfia medication has a blood choles- 
terol level of around 400 mg. per 100 cc. After 
several months on a low-fat diet, and the use of 
corn oil in cooking, a test of the patient’s blood 
cholesterol level showed a slightly higher figure. 
She is overweight and has not succeeded in re- 
ducing. She is concerned about the cholesterol 
values. How serious is this? What other measures 
can be taken, and how effective are the newer 
drugs for the reduction of cholesterol levels? 


M.D., Kansas. 


ANswer.—Many authorities believe that elevated 
blood lipid levels are related to atherosclerotic 
heart disease and recommend measures to lower 
the blood lipid levels when they are elevated. 
Studies should first be done to rule out possible 
underlying disorders associated with elevated lipid 
levels such as diabetes mellitus and hypothyroid- 
ism. Control of these diseases would help to reduce 
lipid levels. The cholesterol level can be lowered 
by placing this patient on a reducing diet including 
only 40 to 50 Gm. of fat, with the addition of 30 cc. 
of corn oil administered three times daily. The lat- 
ter can be used in cooking or taken as an appetizer 
blended with tomato juice and egg white. Should 
the above program fail, nicotinic acid in doses of 
1 Gm. three times a day can be tried, for it has 
been shown to cause lowering of lipid levels. The 
side-effects, flushing, mild urticaria, and nausea, 
are usually transient and disappear after three or 
four days. Periodic examinations of blood sugar level 
and liver function are advisable, if the latter therapy 
is used, in view of reports of elevation in blood 
sugar levels in patients taking the drug as well as 
possible occasional hepatic dysfunction. 


PRESCRIPTION OF NARCOTICS 
To tHE Eprror:—What amounts of narcotic prepa- 
rations could one safely give orally to a patient 
over a period of several months and not cause 
addiction? With some illnesses such as arthritis, 
frequent headaches, or intervertebral disk trouble 
pain may be annoying or unbearable. Could a 
patient be given a prescription for tablets to take 
orally when needed for sleep? 3 
Walter R. McLawhorn Jr., M.D., 
Fountain Inn, S. C. 


Answer.—The possibility of addiction of a pa- 
tient as a result of administering narcotics in the 
treatment of chronic diseases is the same, regard- 
less of whether the drugs are for oral or parenteral 
use. The hazard is in proportion to the extent to 
which the patient is permitted to regulate his own 
dosage schedule. The first thought should be 
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whether or not the condition warrants the risk 
involved in making a supply of narcotics available 
to the patient. Except for short-term treatment of 
a patient with severe acute exacerbations of “arthri- 
tis, frequent headaches, or intervertebral disk trou- 
ble” the use of narcotics would generally be un- 
wise. If the etiological factors involved cannot be 
eliminated, and the patient fails to respond to non- 
narcotic palliative therapy with salicylates, adreno- 
corticosteroids, physical therapy techniques, or 
surgery, the physician may be justified in prescrib- 
ing a few orally administered doses of narcotics, 
trying first the less potent analgesics, such as 
d-propoxyphene or codeine alone or in combination 
with acetylsalicylic acid. If such drugs fail, a few 
doses of the more potent orally effective narcotic 
analgesics, such as 2 or 3 mg. of levorphan or 50 to 
100 mg. of meperidine, may be prescribed, When- 
ever more than this is needed the patient should be 
admitted to a hospital, where adequate amounts of 
narcotics may be given parenterally under the close 
supervision of the physician, for as brief a period 
as possible. 


RECONSTRUCTION OF FALLOPIAN TUBE 

To THE Eprror:—A 19-year-old woman had a bilat- 
eral salpingectomy and unilateral ovariectomy 
performed two and one-half years ago because 
of tuberculous salpingo-oophoritis. She also re- 
ceived antituberculosis therapy for 18 months. 
She now is asymptomatic and wants to have chil- 
dren. Can salpingoplasty be done in this situation, 
and what would the prognosis be? 


M.D., Virginia. 


AnsWeR.—Whether or not an operation is indi- 
cated in this case depends on a thorough investiga- 
tion. First one must be sure that the husband is 
fertile. A hysterogram will define the uterine cavity 
and the cornual portion of the tubes and any por- 
tion of a tube that might remain. A curettage 
should be done to rule out tuberculosis of the 
endometrium. The type of operation needed will 
depend on the findings. If no portion of a tube that 
can be used for a tubal plastic procedure remains, 
then the Estes operation could be done. In this the 
ovary is implanted in the uterine wall, with a por- 
tion of the cortex in the uterine cavity, so that 
ovulation occurs in the cavity and the ovum is 
deposited on the endometrium. 

The Estes operation is successful in about 6% of 
patients, and the one remaining ovary might be 
damaged by the operation, with a loss of its func- 
tion. This loss for a 19-year old-girl would be 
unfortunate. I cannot give an opinion as to the 
reactivation of the tuberculous process. My advice 
would be adoption of children, unless enough tubal 
tissue remains to allow a good prognosis with plas- 
tic repair. 
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PERSPIRATION AND EMOTIONS 
To THE Eprror:—A 17-year-old girl has excessive 
axillary perspiration. The usual deodorants or 
anticholinergic drugs have not been effective, I 
would appreciate suggestions that would assist 
the treatment of this patient. 
James A. Freeman Jr., M.D. 
Dawson Springs, Ky. 


Answer.—Hyperhidrosis may be due to thermal, 
physical, metabolic, neurogenic, and psychogenic 
factors. When excessive axillary sweating does not 
respond to chemotherapy, one ought to consider 
the possibility that psychogenic factors may be in- 
volved. An increase in perspiration from the skin 
of the axillae, palms of the hands, and soles of the 
feet due to emotional stress, pain, fear, and excite- 
ment is common. Kuno and co-workers found that 
concentration on mental arithmetic problems in- 
duced axillary sweating in youngsters 9 years of 
age or older. Shelly and Hardy demonstrated that 
apocrine glandular function is stimulated by emo- 
tional stress. 

The following signs can be used to differentiate 
between thermogenic psychogenic hyper- 
hidrosis: 1. Deliberate exposure to elevated and 
environmental temperatures does not cause an in- 
crease in emotional sweating. 2. Thermogenic 
hyperhidrosis has a greater tendency to produce 
skin lesions than does the emotional form. 3. Ac- 
cording to Kosuge, emotional hyperhidrosis de- 
creases or subsides during sleep, whereas thermal 
sweating usually increases during sleep. If emo- 
tional stress is found to be the cause, psycho- 
therapy should be helpful. 


BEE VENOM AND ARTHRITIS 
To tHE Eprror:—Does bee venom have any value 
in the treatment of a patient with arthritis? 
Eugene A. Heilman, M.D., Norristown, Pa. 


AnswER.—There is no good evidence in the medi- 
cal literature that any bee venom preparation pro- 
vides symptomatic relief to arthritic patients with 
sufficient regularity to conclude that it belongs in 
the armamentarium of a physician. 


SOFT FINGERNAILS 
To THE Eprror:—What causes fingernails to be soft 
and rubbery? A patient washes dishes about five 
hours a day, but he claims that his nails were 
like this before he started washing dishes. 
Donald R. Gibbs, M.D., Cortland, N. Y. 


ANsweER.—Softening of the nail plate is a rare 
form of ungual dystrophy. When local causes, such 
as alkalies and detergents, are ruled out, as in this 
case, nutritional or metabolic causes must be con- 
sidered, because the cornification process probably 
has become defective. Histological study of the nail 
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would not be of diagnostic value. Chemical analy- 
sis might give data of real importance, similar to 
Klauder’s finding of disturbance in sulfur content. 
If such a deficiency is found, topical treatment with 
sulfur in a penetrating base and a diet high in sul- 
fur would be indicated. 


DELIVERY OF SIAMESE TWINS 

To THE Epriror:—How are conjoined or “Siamese” 
twins delivered when a cesarean section is not 
done? 
Alexander J. Kadvany, M.D., Long Beach, Calif. 


Answer.—No detailed information can be found 
in the literature concerned with the delivery of 
conjoined twins. “Williams Obstetrics” (ed. 11, New 
York, Appleton-Century-Crofts, Inc., 1956) has the 
following to say: 

Most conjoined twins (Siamese) are pygopagus; that is, 
joined back to back with part of the buttocks, sacrum, 
rectum, and perineum in common. Another common variety 
is omphalopagus—joined by a single abdominal wall. Dysto- 
cia in conjoined twins is rare since most of the union is 
pliable soft tissue. If any bone is shared it is usually in- 
sufficiently ossified at the time of birth to prevent one twin 
from sliding ahead of the other in the birth canal, the 
elastic bond being greatly stretched in the birth process. 


THROMBOSIS OF RETINAL VESSEL 
To THE Eprror:—In THE JourNaAL, June 13, page 
215, the answer to the question on thrombosis of 
retinal vessels contains an astonishing statement: 
“If, however, the thrombotic vessel happened to 
be the superior temporal retinal vein (a rare 
occurrence), one should look for an occluded, 
pencil-hard temporal artery on that side.” My 
experience, verified by photographs of the fundus, 
~ proves that the superior temporal branch of the 
central vein is the most common side of sudden 
occlusion, and not a single patient has had tem- 
poral arteritis. It is unfortunate that this part of 
the reply was printed. 
Arthur J. Bedell, M.D. 
344 State St. 
Albany, N. Y. 


The above comment was referred to the con- 
sultant who answered the original question, and 
his reply follows.—Eb. 


To THE Eprror:—Thank you for your comment con- 
cerning thrombosis of retinal vessels. The physi- 
cian from New York is right. The phrase in the 
answer (“a rare occurrence”) is misplaced. It 
would be advisable to print a restatement. 

The answer to the item entitled “Thrombosis 
of Retinal Vessel” should have stated, “If, how- 
ever, the thrombotic vessel happened to be the 
superior temporal retinal vein, one should not 
forget to look for an occluded, pencil-hard tem- 
poral artery on that side, even though this is a 
rare occurrence.” 
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